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Health and Welfare Activities in the 
Defense Program 


WILLIAM J. ELLIS, LL.D. 


cerned with three principal objectives in 

New Jersey and operate through committees 
of interested citizens. The defense councils rep- 
resent welfare organizations, both public and pri- 
vate, the Department of Health, recreational or- 
ganizations, schools, churches, civic clubs and 
others. They are chartered by the State Defense 
Council and given general instructions as to the 
scope of their activities and methods of organi- 
zation and operation. They are designed to pro- 
vide service as follows: 


[com community defense councils are con- 


1 Service to the enlisted men of the Army 
or Navy with special emphasis on. those com- 
munities adjacent to Army or Navy posts. 


2 Service to industrial workers, particu- 
larly in those communities where armament 
requirements or industrial requirements re- 
sulting directly or indirectly from the. de- 
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fense program, have enlarged productive fa- 
cilities to a point where existing housing, 
health, and recreational facilities may be 
over-burdened. 


3 Service to the civilians, the folks back 
home, who must maintain their morale, their 
productive facilities, and their community 
standards under conditions which may be- 
come more adverse in the ensuing months. 


Service to the Enlisted Men 


Of course, service to the enlisted men of the 
Army and Navy presupposes nearby Army or 
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Navy posts. Naturally, the majority of com- 
munities direct-their principal efforts to the sec- 
ond and third fields of service; that is, to indus- 
trial workers, and for protection of civilians in 
general. 


Every Local Community Affected 


By this time it is becoming clear that the Na- 
tional Defense Program is affecting almost every 
local community. In nearly all cases, the prob- 
lems brought to attention are not essentially new, 
but are more acute forms of the kind of things 
with which community organization has had to 
deal over the years. The increased industrial ac- 
tivity has brought with it considerable move- 
ment of population, and in a state like New Jer- 
sey, these population movements have been 
largely in the form of influxes. The immediate 
effect is to give rise to housing congestion, more 
acute problems of sanitation, public control of 
communicable disease, the extension of physical 
services such as streets, sewers, water mains, the 
development of new transportation facilities, new 
schools, and a great amount of overcrowding in 
the process. Consequently, there are many fam- 
ily and child welfare problems in addition. to those 
that the community usually has to consider. The 
urgency of labor mobilization brings to the fore 
the need for training and re-training of labor and 
the development of men and women able to fill 
the increasing employment opportunities. 


No doubt the majority of us have been some- 
what shocked to realize the number of young men 
called for service in, the armed forces who are 
rejected because of physical defects. The com- 
munity is immediately challenged to study the in- 
dividual problems thus presented and highlighted, 
and to make plans which will result in the cor- 
rection of these defects insofar as that may be 
possible. 


The Community Defense Council 





The local community defense service council is 
designed to be a spark-plug which will quicken 
the realization of other members of the commu- 
nity as to the type and nature of needs which are 
becoming acute, and help in organizing methods 
of dealing with various aspects of community or- 
ganization designed to ameliorate specific condi- 
tions as they arise. 


Service to the Industrial Worker 
The indispensable materials for defense can- 


not be produced without adequate man power. 
Adequate man power can be drawn only from a 
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strong, healthy people. Ill health, disease, mal- 
nutrition and lack of proper medical, hospital, 
and nursing facilities for many people are as 
dangerous to our security as are potential ene- 
mies from across the seas. 





The Local Health Officer 


The local health officer naturally will be a mem- 
ber of the local defense service council, and no 
doubt will be surrounded by a committee of other 
members who will counsel him and assist him in 
his work of controlling communicable disease, of 
enforcing sanitary regulations, providing ade- 
quate protection for water and food supply, and 
for organizing other activities which will benefit 
the health of the community. 


In the mobilization period of a camp, there is 
unusual opportunity for exposure to bacterial and 
virus disease first among recruits and later in 
the contiguous civilian population. The possible 
spread of venereal diseases is carefully controlled 
by military and civilian action. There will be 
difficulty in controlling the multitude of eating, 
drinking, and amusement places that spring up 
quickly near camps and are accessible to the men 
and their visiting friends. 


Even though the staff of the Health Depart- 
ment and sanitary services may have been de- 
pleted directly by the Army, the responsibilities 
are urgent, and the health and sanitation commit- 
tees of the Defense Service Council will find it 
necessary to utilize imagination and initiative in 
meeting emergencies likely to arise. 


In recent years a considerable amount of at- 
tention has been paid to the prevention and con- 
trol of venereal diseases and efforts of an organ- 
ized character to this end have been initiated by 
the Federal and State authorities. Almost every 
community now has venereal prophylactic sta- 
tions. The increased effectiveness of these fa- 
cilities will be a concern of this committee. 


Housing Development 


Another important committee participating in 
the work of any local Defense Service Council 
will be one organized to deal with problems aris- 
ing in connection with provision of adequate 
housing, public works, and facilities. This com- 
mittee will be immediately concerned with 
increasing industrial expansion and to make 
provision for housing any population increase 
brought about by the enlargement of industries 
in order to undertake defense contracts. An im- 
mediate procedure for such a committee would 
be to survey the extent of available housing fa- 
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cilities to arrange for registration and classifica- 
tion of such facilities, particularly those which 
are vacant. In this connection, the committee 
would undertake to study the existing transporta- 
tion facilities and make recommendations to the 
public utilities concerned in order that neighbor- 
ing communities where residential accommoda- 
tions may be available will have an adequate 
transportation service. Another aspect of this 
committee’s work would deal with rehabilitation 
of existing dwellings, their modernization, and 
the promotion of new housing units to such ex- 
tent as may be necessary and practical. 


Service to Civilians 


This committee will also be concerned with 
establishing and maintaining fair rental sched- 
ules for such housing as may exist. There are 
four important reasons why rents should be given. 
reasonable and, if possible, voluntary control. The 
reasons which have been advanced are: 


1 To protect living standards by insuring 
that rent does not take an unreasonable 
amount of the consumers’ income 


2 To mitigate conditions likely to cause 
excessive labor turnover in defense indus- 
tries 


3 To prevent rent profiteering 


4 To prevent rising rents from starting a 
vicious price spiral of rising living costs, 
rising wages, rising prices and still higher 
living costs. It is essential, however, that 
steps to maintain fair rents should not have 
the effect of preventing the real remedy, the 
provision of an adequate supply of dwellings. 


Migration of Workers 


Local Defense Service Councils will be inter- 
ested to help as far as may be possible to prevent 
a useless migration of workers. Paul V. McNutt, 
Federal Security Administrator, recently pointed 
out: 


“When hordes of unemployed and hordes 
whose earnings are inadequate to support a 
family, such as there have been during the 
depression, there are thousands who will 
move at the slightest prospect of improving 
their lot. This results in an over-supply in. 
many localities. The rumor gets around that 
jobs are opening up in a certain town, and 
overnight the hopeful applicants flock in. 
Those who come too late and those who are 
not qualified for the jobs to be done are dis- 
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appointed and have to drift on or become a 
charge on the community.” 


This migration may cause a wide range of so- 
cial problems in the community to which the peo- 
ple go, the acuteness of the problem depending 
upon the ratio of new activity to normal activity 
required in the area. Since this emergency mi- 
gration is not permanent, local communities may 
not feel justified in making capital outlays for 
permanent facilities, or local communities are 
subject to legal restrictions as to bonded indebt- 
edness and taxing powers which often hamper 
their ability to support emergency expansion of 
institutions. 


Repair of Physical Impairment 


There appears to be a real need for a program 
of physical rehabilitation directed primarily to 
those young men who have been rejected by the 
medical examiners in connection with the work 
of the local selection boards. Many of these de- 
fects are remedial in nature, although some are 
more serious than others. A local defense council 
can. very well be concerned to organize methods 
by which medical and dental societies and health 
and welfare agencies of the communities in which 
these boys reside will unite in their efforts to 
bring about prompt and as complete as possible 
physical rehabilitation, not only that these boys 
may be available for military service, but that 
they may be healthier members of the community 
and a resource for the general defense program. 


Social Workers’ Responsibility 


Military service is taking many men away from 
their families, jobs, and regular life. Local draft 
boards are finding it necessary to call upon local 
welfare agencies to assist in adjusting individual 
and family problems as they arise. 


Social workers’ reply to the challenge is: 


“First and foremost, we serve by continu- 
ing faithfully our everyday job. In times of 
crises a democracy has special need for the 
steady maintenance and development of its 
social resources for health, strength, and in- 
dividual growth. It is part of our regular 
responsibility to study new situations that 
are developing and to be alert to perceive the 
effects of new conditions on the feelings and 
lives of our clients. In times like these, or 
any other times, each social case worker has 
a responsibility and an opportunity to 
strengthen our democratic way of life by 
strengthening our welfare services.” 














Convalescent Care of the Surgical Patient 


DONALD B. WELLS, M.D., F.A.C.S. 


looked by medical writers and neglected by 

scientific investigators. As a result, we have 
little factual knowledge of this important period 
in every illness. The reasons for this are not 
difficult to discover; physicians have been more 
interested in diagnosis and therapeutics; surgeons 
have been more absorbed in technical procedures 
and in perfecting pre-operative and post-operative 
care; hospital administrators must think in terms 


Coke sy met care is a subject long over- 


of dollars and cents to keep modern medicine with- ‘ 


in reach of the masses who are clamoring for it; 
research workers seek better controlled and more 
tangible fields for their endeavor; philanthropists 
are swamped as a result of the devastation which 
civilization has brought upon itself; and social 
workers recognize the futility of meeting the 
special demands for the convalescence of a few 
when large numbers of the population lack the 
bare necessities of life. 


There are few hospitals in this country which 
have included as an integral part of their organi- 
zation an institution devoted solely to convalescent 
care. The reason I have been asked to present 
this discussion of institutional care is because I 
am a visiting surgeon to the Hartford Hospital 
which I believe, is unique in being the only hos- 
pital in a city the size of Hartford which possesses 
a complete modern unit devoted to the care of the 
convalescent patient. 


The Mary Ogden Avery Convalescent Hospital, 
given by the Misses Welcher in fulfillment of one 
of the philanthropic projects entertained for many 
years by their uncle, Mr. Samuel P. Avery, and 
dedicated to the memory of his mother, has stood 
for nearly a decade on the beautiful Wildwood 
Farm just within the confines of the city and a 
little more than two miles distant from the main 
buildings of the Hartford Hospital. The Avery 
Convalescent Hospital is a complete unit of fire- 
proof construction throughout, with fifty-nine 
private rooms each equipped with hot and cold 
water and several with private bath. There is a 
common living room paneled in natural Dominican 
mahogany, smaller separate reading rooms for 
men and women, a dining room where no table 
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seats more than four, modern kitchens and serv- 
ing rooms where all meals and special diets are 
prepared under the direction of a full-time grad- 
uate dietitian, an occupational therapy room 
under the direction of a full-time occupational 
therapist, a physiotherapy department, open ter- 
races and glass-enclosed sun rooms. The grounds 
are beautifully landscaped. There are flower beds, 
rock gardens, graded walks for cardiac cases, a 
croquet ground and a nine hole golf course. The 
only place which suggests a hospital is the little 
surgery, immaculate in its white tile and complete 
in its equipment for dressings or minor out- 
patient procedures. 


The Hospital Serves the Convalescent 


Last year 784 of the 19,570 patients admitted 
to the Hartford Hospital profited from the facili- 
ties provided by the Avery Convalescent Hospital. 
These patients were discharged from the several 
services in the Hartford Hospital directly to the 
Avery Convalescent Hospital. The Avery Con- 
valescent Hospital is equally available to men and 
women of various economic levels and is equipped 
to furnish every degree of convalescent care re- 
quired. The rates charged depend upon the ac- 
commodations desired; ward or private patients 
may secure a room with lavatory, meals, and all 
services for $17.50 a week; private patients may 
secure a room with adjoining bath and toilet for 
$35.00 a week or a room with private bath and 
toilet for $70.00 a week. Private patients are 
assumed to have made their own financial arrange- 
ments with their physicians before entering the 
hospital. Once there, the ward patient becomes 
the direct charge of one of the junior visiting 
medical staff, who accepts this responsibility in 
rotation and, when on duty, makes a daily visit to 
the Avery Convalescent Hospital. Each patient’s 
complete hospital record accompanies that patient 
in the transfer from the Hartford Hospital to the 
Avery Convalescent Hospital and every service in 
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the Hartford Hospital is at the disposal of the 
physician on duty at the Avery Convalescent Hos- 
pital for consultation or advice every day in the 
year just as much as though the patient was in 
the Hartford Hospital proper. 


The Avery Convalescent Hospital frees a con- 
siderable number of private rooms and ward beds 
in the Hartford Hospital when the demand for 
hospital accommodations exceeds the supply. This 
single factor is of no small consideration during 
the late winter and early spring months when the 
incidence of respiratory infections in Hartford is 
high, and cross infections, particularly among such 
ward patients as are out of bed part of the day, 
cannot be lightly disregarded. This is a matter of 
great importance to the surgeon and increases the 
safety of the convalescent patient because there 
is more cubic feet of institutional space per patient 
at the Avery Convalescent Hospital than for even 
the most expensive rooms at the Hartford Hos- 
pital. 


Convalescent Care in Cranio-Cerebral Injuries 


One group of patients who secure unusual bene- 
fit from institutional convalescent care is that 
which has sustained cranio-cerebral injuries. Al- 
though Munro, after a frank interview with the 
victim of a cranio-cerebral injury and his nearest 
relative, sends the patient out ‘fon his own” for a 
month, there are few of these patients who, in 
their homes, can or will receive what Munro de- 
scribes as the hospital equivalent of complete 
activity. In the Avery Convalescent Hospital the 
loss of initiative and lack of self-confidence so 
characteristic of this group of patients need not 
be a hit or miss convalescence. During the critical 
month immediately following discharge from the 
hospital these patients may be better protected in 
a convalescent hospital than in their homes from 
insurance adjusters, lawyers, interested relatives 
and friends who are largely responsible for the 
development of a permanent neurosis. 


At the Avery Convalescent Hospital every 
facility to prevent the succession of events leading 


Avery Convalescent Hospital, showing hole Number One 
of small nine-hole golf course 
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Sunken garden on west side of hospital 


to invalidism is available. A physician greets this 
patient with an encouraging but casual word each 
day or so. If, as is usually the case, it seems 
desirable for the patient to come to the common 
dining room for each of his meals, this can be 
insisted upon. The patient may go to his own 
room for rest as often as he feels the need; but 
as soon as he gets up the occupational therapist 
sees to it that his hands are kept busy and he has 
no opportunity to spend the day just sitting in a 
chair recounting to neighbors and friends the 
events leading up to and the responsibility for the 
accident. There are short walks, croquet, pool, a 
putting green to invite competition. Initiative is 
stimulated and self-confidence grows. 


Convalescent Care in Gastro-Intestinal Surgery 


A second group of surgical patients who receive 
great benefit from institutional convalescent care 
is the one which has undergone the more extensive 
procedures on the gastro-intestinal tract. A con- 
siderable number of these have suffered from 
nutritional deficits for weeks and sometimes 
months. True, their immediate pre-operative re- 
quirements for fluid, salt, blood and vitamins has 
been met, their obstruction, pain and vomiting 
relieved; but peptic ulcer should be considered a 
state of potentially precarious health which cannot 
be disregarded even though incapacitating patho- 
logical situations have been alleviated. These 
patients are hardly well when they leave the hos- 
pital and in few homes are there wives or mothers 
capable of supplying the diet, insisting on the 
continued rest, or maintaining the psychological 
environment which these patients require for a 
considerable time after they have been discharged 
by the surgeon and dismissed from the hospital. 


The convalescent hospital is often an ideal place 
for those who are undergoing stage procedures in 
the removal of malignant growths from the large 
intestine. The importance of self-regulation of 
diet, experience in self-irrigation, and above all 
the self-confidence required by those condemned 
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Main Assembly Hall 


to a colostomy is not securely acquired in the 
course of an ordinary hospital convalescence. 


Convalescent Care in Modern Thoracic Surgery 


An ideal convalescent hospital is, perhaps, of 
more value to those patients who have undergone 
the extensive and critical operations of modern 
thoracic surgery than any other group. Pneumo- 
nectomy, lobectomy for malignancy or bronchiec- 
tasis, stage procedures for pulmonary abscess, 
multiple rib resections to collapse the chest wall, 
or even simple thoracotomies for post-pneumonic 
empyema present problems during the convales- 
cent stage which are more easily, satisfactorily 
and permanently solved in an institution such as 
the Avery Convalescent Hospital than in nine out 
of ten homes. 


The Diabetic 


The education and rehabilitation of the diabetic 


who has been so unfortunate as to lose a lower : 


extremity is undertaken with far greater prospect 
for a successful result and a subsequent useful life 
if it can be initiated in a convalescent hospital 
where the physician, dietitian, occupational thera- 
pist, social worker, surgeon and prosthesis manu- 
facturer all have an opportunity to retain their 
interest in and necessary observation of this 
steadily increasing group until they can go out 
into the life of the general community again with 
confidence and courage. 


Contribution of Convalescent Care to Surgery 
of the Aged 


The most satisfactory surgical results in those 
who have passed the prime of life are all too 
often unfortunately qualified because of an un- 
satisfactory convalescent period. Barker has re- 
cently discussed, with unusual insight, the con- 
valescence of the aged and the problems these 
patients present. In this rapidly growing group, 
even such a simple procedure as the repair of a 
hernia necessitates a relatively prolonged conva- 
lescent stage in almost all patients over sixty-five. 
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In Thyroidectomy 


Finally, if a single group of surgical patients 
were to be picked out which, perhaps, benefit to 
an unusual degree from institutional convalescent 
care, I would feel with Ravdin that the convales- 
cent hospital had proved to be particularly valu- 
able in the care of those patients who have under- 
gone thyroidectomy. Such patients, though they 
may have a normal basal metabolism and pulse 
rate, are in need of a period of institutional ob- 
servation during which their nutrition and lost 
weight can be built up, their neuro vascular bal- 
ance regained, their family, social and economic 
problems solved. These readjustments are not 
a primary responsibility of the surgeon. but they 
fall rather into the province of the dietitian, the 
social worker, the psychiatrist, the internist and, 
above all, into the domain of: the family physi- 
cian. In the Avery Convalescent Hospital each 
of these can play a very definite and properly 
coordinated part to the great advantage of the 
thyroidectomized patient. Yet the surgeon, upon 
whom such a patient has often come to rely dur- 
ing the rather critical days of immediate pre- 
operative preparation, the stress of the procedure 
and the usually very few happy days following, is 
almost as close, if his presence is desirable, as 
though the patient had remained in the Hartford 
Hospital 


Keeping the Surgical Patient in a Favorable 
Environment is Important 


Age, sex, previous state of health, the severity 
of the surgical trauma, emotional shock—all these 
and many other factors influence convalescence. 
Little is known of the special physiology of con- 
valescence, much more of the practical psychol- 
ogy. The permanence of surgical results greatly 
depends upon ability to imbue the patient with 
self-confidence and to keep him in a favorable 
environment long enough to restore him to the 
best possible health level. The attainment of this 
objective is the whole aim of the institutional 
convalescent care of the surgical patient. 





Typical patient’s room 
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Institutional Dietitians’ Contribution 
to Nutritional Program 


ADA B. LOTHE 


cent of our men were unfit for military service. 

The years 1940 and 1941 parallel this; that is, 
about 32 per cent of the draftees are rejected. The 
percentage may reach 40 per cent if the extra 
examinations of the army are included. 


|: the last World War we are told that 34 per 


A recent Government bulletin tells us there are 
45 million persons in the United States living be- 
low the safety line of health. The reasons given 
are— 


Some have insufficient income 


Some do not know foods required to main- 
tain health 


Some who have land do not grow the foods 
needed 


Some do not care enough to choose the 
right food 


With these statements we will have to admit 
that there is need for nutritional information. 


A Nutrition Conscious Nation 


Magazines and other periodicals bear evidence 
of the fact that the United States is a nutrition 
conscious nation. Our knowledge of vitamins, 
minerals, and other essentials is more exact now 
than in the past. Efficiency, ability to work, 
fatigue, endurance of muscle and keenness of 
herve, are known to be directly related to proper 
diet. It is also recognized that the role of vitamins 
in nutrition is the same as bacteriology in public 
health. If much information is available, if we 
are nutrition conscious and a larger number of 
our nation lives below the safety line of health, 
something is lacking. 


Surgeon General Parran of the United States 
Health Service has said that even though we have 
made advances in nutrition, we stand about where 
bacteriology stood when the technique for isolat- 
ing organisms was developed and anti-toxins were 
produced. This makes us realize that the appli- 
cation of scientific nutritional information is far 
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behind present day knowledge of nutritional facts. 
Why? 
What Are Some Present Handicaps? 


I have discussed various phases of this subject 
with dietitians and others nutritionally interested 
and I am briefly telescoping some of the views 
thus received. 


That the great majority of our citizens do not 
realize the importance of good nutrition is gener- 
ally accepted. If there is a fertile field and avail- 
able knowledge, the important step lacking must 
be dissemination. One group that has much re- 
sponsibility for this dissemination is the dietetic 
group—no, not the only one, but a very vital one. 


Let us take a hurried inventory of our role in 
the work. Are we traditional in some of our think- 
ing? Is much of our subject matter laden with 
a lot of carry-over material that we just accept 
and have not recently analyzed? Dr. Eugene 
DuBois, speaking before the American Dieteti¢ 
Association at New York City, called attention to 
a similar situation in regard to drugs and special 
diets. If we could eliminate some of the material 
that may have been correct in the past but is not 
applicable today, I think we would do a better job. 


We generalize a great deal in our teaching. We 
are on the safe side by using this method, and 
it is easier, for viewpoints change due to new sci- 
entific findings. Is it not wiser to teach today’s 
story and meet the changes when they arrive? 
Our foundation will be better by so doing. 


Clarification of Nomenclature Needed 


We use the term “gas forming” vegetables very 
glibly. What are gas formers? We have tried 
for some time to trace the original authority for 
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this classification but so far have been unsuccess- 
ful. Has someone complained of an ill effect of 
a vegetable and then has it been rated as a gas 
former? If so, is that any reason why we should 
brand it and imply that it is undesirable? Then, 
too, is there any harm in using our so-called gas 
formers in a general diet? We sometimes ostra- 
cize good foods by undermining their value. This 
is not constructive nutritional teaching. 


Do we abuse the word “monotonous,” as well? 
We talk about monotonous foods in the raw state. 
Is this correct? It is the imagination brought 
into the preparation of foods that brings varia- 
tion. Then, too, what do we mean by variety and 
where does it belong in our scale of values? Often 
it is placed near the top. 


We speak of “heavy” food. What is heavy 
food? This term, too, has been used to such an 
extent that many eliminate important essentials 
of their daily requirements. We are especially 
conscious of this now when so much emphasis is 
placed upon the enrichment of some of our foods. 
When we use the term “heavy,” are we thinking 
of energy? If so, it is a simple matter to dimin- 
ish amounts. Will it still be rated as heavy, or 
does the term imply difficulty in digestion? What 
does difficulty in digestion mean? Does it refer 
to length of time required for digestion, or one of 
several other meanings that can be used? 


Just recently I was startled to hear a home 
economics person state that vegetables and fruits 
do not give calories. What did she mean? It is 
important for us to take an inventory of some 
of the terms that we use and thus avoid unneces- 
sary confusion in the minds of those taught. 


So often it is stated that food cost is not a meas- 
ure of the nutritional value of food; nevertheless, 
if an item is economical it is often thought un- 
desirable. This thought may just be implied, but 
because of it some foods that rate high nutrition- 
ally, are frowned upon. 


In order to make possible abundant health, the 
proper nutritional constituents must be present 
regardless of the income at hand; therefore, it is 
necessary to translate nutritional information into 
terms of income. Is this always done in a dieti- 
tian’s teaching program? The best basis for 
teaching a balanced dietary is to use the minimum 
adequate standard and think in terms of food 
groups rather than individual foods. It does not 
take more food in the higher income levels but 
foods in the higher cost brackets may be pur- 
chased. The nutritional pattern is the same. We 
dietitians know this but do we sell the idea? 


Diet Therapy 
For many years I have made it a point to ask 
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young dietitians regarding their choice of special 
interest in the dietary department. Diet therapy 
far exceeds any other phase of work. 


It has been my observation that a program in 
a dietetic organization attracts much more atten- 
tion if it deals with the therapeutic diet. Why? 
We all agree that the most important diet is the 
general diet because more people use it. Because 
therapeutic diets need a special kind of attention, 
do we overlook the importance of the general diet? 


Trends in Consumption of Principal Foods 


Many of you know Richard Osborn Cummings’ 
book, “The American and His Food.” I quote 
from this book, giving trends from 1849 to 1938 
of our yearly per capita consumption of several 
principal foods: 

1830 1910-19 1920-29 1930-39 


1 Oo | HR PPR 178.7 142 138.4 128.6 
TRG bieessiexc kos is 13.7 11.5 12.9 12.2 
Butter (1940)..... 13.9 16.7 ay iE 17.5 
Wheat flour....... 170 199 176 158 

SHOAT Siiecis cece 13.1 81.2 99.5 95.5 


These figures show that changes have taken 
place in our attitudes towards specific foods. We 
will not analyze the reasons, but meat consump- 
tion in 1830 was 178.7 pounds and from 1930 to 
1939, 128.6 pounds. Wheat flour for the same 
periods also dropped from 170 to 158 pounds, but 
sugar increased from 13.1 pounds to 95.5 pounds. 


If sugar plays this important role in our dietary, 
we know definitely that it crowds out essential 
food elements. Are we considering this fact in 
connection with our teaching program? Why 
sweeten our cereals? Is not the cereal more deli- 
cate in its flavor and more individual when. we 
rely on the flavoring that belongs to that particu- 
lar cereal? Why add sugar to grapefruit? We 
can go on, but you know the story. 


We speak of the special importance of green 
vegetables. Have we lost sight of the wild greens? 
New York state has an interesting bulletin on its 
wild greens. Another one from Minnesota’s De- 
partment of Health calls attention to the same 
idea. Lamb’s quarter, water cress, dandelion, 
dock, and many others are listed. Do we dieti- 
tians know the wild greens available in our lo- 
calities? 


Milk is essential and takes a large part of the 
food budget. Where do we place our greatest em- 
phasis—upon the family milk requirement or 
upon the kind of milk? The variety used is, of 
course, dependent upon the locality where one 
lives. 


There is no question about the nutritional value 
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of ordinary Cheddar cheese. How does Cheddar 
cheese and processed cheese compare as to cost? 


What do we teach in regard to eggs? What are 
Grade B eggs? Do they have a place in a dietary? 


Canned pink salmon is a good food and it is 
cheaper than red. What price are we willing to 
pay for the red coloring? 


These are only a few instances where our in- 
terpretation of facts can develop a better nutri- 
tional background. Do we utilize this viewpoint 
to the fullest extent? 


Long Range Planning Is Necessary to Do a 
Constructive Piece of Work 


Just recently I read a brief resume of a paper 
that had caused quite a furor in women’s organ- 
izations. The statement that precipitated the 
event was that they “went round and round and 
didn’t accomplish as much as they might if they 
analyzed and took inventory of their accomplish- 
ments.” Isn’t this applicable to some of our 
group, too? 


So often we say, “There is nothing I can do. I 
am so busy in my job—that work really belongs to 
somebody else.” Is this true? The last issue of the 
Wisconsin Dietitian was a national defense num- 
ber. Nutrition is part of total defense. Our state 
president asked various members of the Wisconsin 
Dietetic Association to briefly tell something that 
they were doing in connection with the program. 
The responses were very interesting. I am going 
to mention one. The dietitian to whom I refer is 
located in the northern part of the state and I am 
quoting from her article: 


“My primary aim during this period shall 
be to renew my efforts to teach the represen- 
tatives of families whom I take as patients 
the basis of a well-balanced diet by talking 
with them in the conversations which ensue 
during the daily rounds and by serving well- 
balanced meals which are attractive and might 
be duplicated within the average family food 
budget.” 


She has caught the spirit. If each one of us could 
be accredited with the changing of poor food 
habits of a few people, the total of our accom- 
plishments would be a great gain in the solving of 
our nutritional problem. 


It is vital that our services integrate with other 
groups if we hope to get much accomplished. As 
an illustration of this idea I will tell briefly of an 
organization that has incorporated an educational 
program into its community service. It is the one 
I know best. 
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Evaluating Foods to Meet Nutritional 
Requirements 


Milwaukee County operates a commissary sys- 
tem and distributes foods to its indigent families. 
The dietary has been evaluated and meets nutri- 
tional requirements as known today. Foods are 
placed in groups and adjustments or changes are 
made within these groups. These divisions or 
groups are: milk, cereals, source of Vitamin C, 
vegetables and fruits, protein foods, bread spreads 
and sundries. Choices are made within these 
groups by the recipients. There are certain con- 
trols for nutritional purposes. 


Cereals— 

For instance: Total poundage of cereal is listed. 
One-tenth of the total is chosen, as oatmeal and 
dark farina, or a combition of these two. The pur- 
pose behind the control is to include some of the 
whole cereals. After this choice the remainder 
may be divided as desired by the family. There 
are ten kinds available. 


Vegetable— 

Vegetables, too, are grouped. Quantity is based 
on replacement of iron content of Group 1 which 
is 4 pounds of cabbage and 1 of carrots or onions. 
There is no concern if the iron content exceeds 
that of Group 1, but there is concern if it falls 
below. There is a nutritional control, too. Fifty 
per cent of the vegetable groups are chosen as 
Group 1. The purpose here is not to allow only 
canned vegetables to be chosen. The choice makes 
it possible to care for varied interests as well as 
ages in families. 


Bread Spreads— 
Bread spreads may be peanut butter, apple but- 
ter, jam or honey. 


Sundries— 

Sundries, too, are in groups and chosen as de- 
sired by the family. When these choices are sum- 
marized the racial and nationality traits are defi- 
nitely reflected. The colored section shows inter- 
est in baking powder and soda. Yeast has greater 
interest in some localities. Those who enjoy sauer- 
braten and sweet-sour cabbage show this fact in 
their choice of the vinegar group. 


Substitute for Meat— 

There is a special package that may replace the 
regular meat package which can be used by Jews 
and vegetarians if interested. This not only is 
the plan applicable to the general dietary, but it 
involves special diets, too. 


Special Diets— 
A diabetic allowance depends upon the doctor’s 
prescription. All diabetic diets do not have equal 
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quantities of food. Some of the items are avail- 
able at the commissary. Money allowance for 
one month is given for vegetables and fruits. The 
other items are issued for shorter periods. The 
patient must come to the dispensary for an au- 
thorization of the allowance and for a physical 
checkup in order to continue the grant. It is as- 
sumed that if the patient does not return during 
the month, other resources are available and con- 
sequently he has no further interest. The second 
type of special diet has adjustments made in the 
regular dietary, complying with the patient’s 
diagnosis. 


The infant under six months is treated as a 
special diet case. The allowance is based upon 
the doctor’s prescription, if it is not breast fed; 
if it is breast fed, the extra milk allowance will 
be the mother’s. So much for the available foods, 
a bit about integration. 


Educational Releases and Meetings with 
Other Groups 


Talks are given to the social workers by the 
county dietitians. Displays and posters are used. 
Recipe sheets have been issued for some of the 
unfamiliar items and a cook book evolved. This 
cook book has simple and inexpensive recipes 
with a minimum amount of eggs and fat. Recipes 
were tried and scored before included. The cook 
book is given to any client who is interested in 
having one. 


Members of the dietetic group meet periodically 
with members of other groups involved in the 
program. Social service, food purchasers, and the 
medical group, are included. There is an exchange 
of ideas. 


In this educational program there are other 
releases. Some time ago, “Nutrition Facts” was 
distributed to the social workers and very enthusi- 
astically received. The aim was to help clarify 
some of the perplexing facts encountered. Later 
on, these same ideas were incorporated in our 
community Budget Book. 


“To Insure A Healthy Baby” booklet has also 
developed in this same way. If a new baby has 
arrived in the family and if the mother is inter- 
ested, this booklet is available at the Milwaukee 
County Hospital and at the Milwaukee County 
Dispensary. 


It is indeed significant that Milwaukee has 
achieved an enviable health record during the last 
eleven years. In the National Inter-Chamber 
Health Conservation Contest sponsored by the 
United States Chamber of Commerce and the 
American Public Health Association during this 
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period, Milwaukee has won first place four times, 
among cities in the United States of more than 
500,000 population. Four years was barred from 
competition because of this record; the other 
three years was given second place. 


Dietetic Association Offers its Services to 
Local Community 


Nutritional activities in a community can be 
integrated and a great deal more accomplished if 
there is a better understanding concerning the 
aims and goals of each. Again I would like to 
illustrate this by a Milwaukee experience. 


In 1931, the Milwaukee Dietetic Association 
offered its services to the local community. At 
this same time, the American Dietetic Associa- 
tion sent a similar offer to President Hoover in 
connection with the first White House Conference. 


As an outgrowth of the offer made by the Mil- 
waukee Dietetic Association a nutrition committee 


‘was formed, known as the Subcommittee of Dieti- 


tians of the Central Council on Relief-Giving 
Agencies. The personnel of this committee con- 
sists of nutritional workers representing various 
fields of health work in the community, as City 
Health Department, Milwaukee Public Schools, 


‘Milwaukee Vocational School, Milwaukee Dow- 


ner College, Milwaukee Children’s Hospital and 
Milwaukee County Institutions. Not only the 
interpretation of existing nutritional situations is 
sponsored by this committee, but from time to 
time there have been special requests for other 
nutritional aid. For instance, one of the Chil- 
dren’s Agencies asked for assistance in evaluating 
the cost of food for children in various age groups 
in boarding homes. This was done, not only be- 
cause of expenditure of money for care of the 
child in the home, but to act as a check in regard 
to meeting the child’s nutritional requirement. 
The Committee’s last effort has concentrated on 
the new second edition of the Family Budget 
Book. It is published by the Milwaukee County 
Community Fund and Council of Social Agencies. 


Summarizing Briefly 


If we eliminate our outmoded material, clarify 
our terminology and ideas, give major considera- 
tion to the general diet, analyze food trends and 
their effects, integrate nutritional activities with 
those of other groups at every possible oppor- 
tunity, and be cognizant that incomes have to be 
considered—the nutritional status of the general 
populace will be improved. 


“We have a job to do, you and I and every one. 
Our job is this: To make America strong.” 
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The Public Health Nurse in the Control of 


Communicable Diseases 


MARGARET WILLHOIT, R. N. 


nursing profession. There is as great a dif- 

ference between public health nursing and 
any other type of nursing as there is between 
institutional nursing or private duty nursing. 
This does not alter the fact that this branch of 
the general nursing profession rests for its foun- 
dation, as do all others, on the fundamentals of 
nursing education. It is a well recognized fact 
that hospital training as now usually given in this 
country, unsupplemented by additional educa- 
tional opportunity, does not fit a woman for public 
health nursing. A quotation from Mary Gardner 
bears out this statement: “This is admitted by 
all, and the special preparation of the nurse for 
the public health field is now regarded as, per- 
haps, the most important issue in the development 
of the public health nursing movement today.’’* 


Pours health nursing is a special field of the 


The hospital training school, however, is the 
basis for all special fields of nursing and it is here 
that a good foundation must be laid. Hospitals 
have recognized this need and various efforts have 
been. made to broaden the scope of their training 
schools. Numerous efforts have been made to com- 
bine hospital education and public health nursing 
education, notably through the establishment of 
five year courses and affiliation by universities 
with schools of nursing. 


Principles of Public Health Nursing 


There are certain underlying principles of pub- 
lic health nursing which are recognized as funda- 
mental, not because they have worked well in any 
particular community, but because they have 
borne the test of time and are everywhere felt 
important. 


In brief they may be summarized as follows: 


1 The public health nurse must know the 
needs of her community. 


2 The program must be set up so it will be 
available for all. 





*Mary Gardner—‘‘Public Health Nursing,” page 107. 
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8 The public health nurse is essentially a 
teacher; she must be able to sell herself as 
well as her program to the community. 


4 The public health nurse must be able to 
evaluate her work and measure results in 
comparison with the needs of the com- 
munity. 


Public health nursing includes those services 
which— 


1 Prevent and relieve sickness. 


2 Prolong life and maintain health at its 
highest efficiency in the physical, mental 
and emotional realm. 


This service is given to the individual, the 
family, and the community. The method includes 
instruction, social service, and nursing technique, 
and the fields for this service include every place 
where human life is found. 


The Public Health Nurse and Tuberculosis and 
Venereal Disease Control 


The role of the public health nurse in the con- 
trol of communicable diseases of long term in- 
cludes chiefly two diseases, namely: tuberculosis 
and the venereal diseases. Now that gonorrhea 
has come under better control since the discovery 
of the sulfanilamides and similar drugs, syphilis 
alone is a long time treatment problem. Tubercu- 
losis and syphilis are communicable diseases of 
particular importance to the public health nurse 
because of their chronic character, because they 
usually affect family groups, particularly children 
and young adults, and because they both are 
responsible for so many deaths. They are also 
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both major social problems, being an important 
cause of family breakdown, widowhood, orphan- 
age, and social dependency. Hence, any method 
for their control and prevention should take these 
factors into consideration. Since the same prin- 
ciples underly the nurse’s relationships to each of 
these diseases, they may be discussed as one. 


A good example of the results of the educa- 
tional phase of a control program may be cited 
in the field of tuberculosis. The death rate has 
dropped from 201 in 1904 to 47.2 in 1939. We are 
sure that the public health nurse has had an im- 
portant part in this achievement. In the field of 
venereal disease, where the program has been 
mostly treatment, the rate of disease has re- 


mained practically the same. In a survey made in, 


a southern county some years ago, a serologic 
survey revealed 26 per cent positive, seven years 
later 27 per cent were found positive even though 
treatment clinics had been in session all the while 
but no efforts made at case finding and case 
holding. 


The Public Health Nurse and the Home 


The public health nurse’s role is an important 
one for almost all of her patients are in homes 
and not in hospitals. The public health nurse does 
most of her work through her home visits. Ruth 
Gilbert gives in her recent book, “The Public 
Health Nurse and her Patient’ (Chapter IIIJ— 
Teaching Health—page 129), a good idea of what 
the nurse may face when she goes into the home. 
In this quotation we also have an excellent con- 
trast between the public health nurse and the pri- 
vate duty nurse in her relationship with the 
patient. 


“When the public health nurse offers her 
services to patients who could profit from her 
knowledge but are not acutely ill or in obvi- 
ous danger of illness, she finds herself enter- 
ing upon a more complex situation than is 
presented by nursing the sick patient. Often 
her contacts must be of her own making; she 
meets a greater variety of circumstances and 
attitudes than when illness was a catalyzing 
agent. She sees the same kind of persons, 
even the same person, but the individual may 
feel the services of the nurse have little to do 
with his daily life. The patient may be going 
about his business, most of the time quite un- 
concerned about his own health and that of 
his family. Preventive measures, correction 
of defects, the protection of the community 
from communicable disease may claim little 
of her attention. Even a pregnancy or the 
nurturing and training of children do not 
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always guarantee that the family will be 
interested in what the nurse is able to offer.” 


Home Visiting 


The content of the visit will be determined by 
the relative importance of the various health 
needs of the family at the given time. The suc- 
cessful public health nurse realizes that there 
may be a time when some other condition may 
take precedence over the real plan of her visit. 
Courtesy and friendliness on the part of the nurse 
do much toward establishing the rapport so nec- 
essary to the success of the relationship of the 
nurse and the patient. 


There are two points the public health nurse 
keeps uppermost in her mind when she makes a 
home visit: (1) to share information about the 
communicable disease and its control with the 
patient and his family; (2) to secure action by 
the patient and his family in applying control 
measures. The amount and content of instruction 
depends entirely upon the nature of the particu- 
lar problem. The first visit to a patient’s home is 
very important, generally, it sets the stage for the 
nurse-patient-family relationship. The public 
health nurse endeavors to tactfully interpret the 
diagnosis and treatment to the patient and his 
family ; to encourage the patient to face his illness 
with confidence and courage—this is especially 
necessary in the treatment of tuberculosis and 
syphilis; and to inform the patient that tubercu- 
losis or syphilis is an infectious disease and that 
if the spread of the disease is to be controlled the 
practice of prophylactic measures is essential. 


When the public health nurse makes a home 
visit, she is only with the patient for a short 
while and may not see him again for a long 
while. She must learn to make the minutes count. 
She must accomplish a great deal in a short 
period of time and teach the family to take over 
during her absence. 


The degree of success of the public health nurse 
in the public health program depends much upon 
her accomplishments in the contact with her 
patients. There is probably no other activity in 
public health nursing which is a greater challenge 
to the public health nurse than working with and 
caring for patients suffering with chronic dis- 
eases. The patient may be emotionally upset and 
have many fears, anxieties, and problems and the 
nurse may be the key person in relieving the 
situation if she knows how to go about it. The 
mother who goes to the sanatorium cannot have 
mental rest unless she knows that her children 
will receive good care in her absence; the man 
with early syphilis cannot be expected to continue 
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treatment unless he understands the importance 
of doing so. 


The Public Health Nurse Problems 


The part of the public health nurse in the con- 
trol of tuberculosis and syphilis may be better 
described by specific examples of some of her 
problems. In the hospital the nurse is chiefly 
concerned with acute illnesses. She may rarely 
see the patient with early symptoms or in his 
convalescent period. 


In the hospital, the nurse is chiefly concerned 
with the care of the patient, his bath, tempera- 
ture, medications, operative procedures, etc. But 
in the field of public health, the nurse is concerned 
with different problems, such as: 


Getting the patient to the doctor or clinic 
for examination. 


Getting accurate information, history, etc., 
for the doctor. Not only symptoms are im- 
portant, history of contact to tuberculosis or 
exposure to venereal disease is significant. 


Seeing that the patient understands the 
doctor’s orders. 


Reporting back to the doctor regarding the 
patient. 


Instructing the patient. as to isolation and 
disinfection. 


Rendering the bedside care to patient, if 
necessary. 


Getting contacts examined—From whom 
did he get the disease? To whom has he 
given it? 

Assistance in adjusting economic condi- 
tions and family problems incident to the 
situation. This may include referring the 
family to some welfare agency for financial 
assistance or helping the family plan for the 
return of a tuberculous patient from the 
sanatorium. What will the patient face when 
he comes home? What is the attitude of his 
family and friends toward his disease? What 
is the patient’s ability to carry out his in- 
structions as to diet and rest when released 
from the sanatorium? 


Protection of family and community if 
patient leaves the sanatorium against advice 
or if infectious syphilitic patient refuses 
treatment. 


As the public health nurse goes about her daily 
tasks she may see many potential tuberculosis 
patients or possible luetic patients and through 
her powers of observation and advice they may 
be brought to the doctor or clinic for examina- 
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tion, diagnosis, and treatment. In the hospital, 
not so much is left to the ingenuity of the nurse. 
The intern takes the history and makes the physi- 
cal examination and the nurse’s responsibility is 
to carry out the doctor’s orders and give care to 
the patient. 


However, the nurse does have a responsibility 
in using her powers of observation, especially in 
a municipal hospital where the patient does not 
have so much attention from a staff physician. 
Her charting of symptoms, patient’s complaints, 
etc., may play a big part in the diagnosis and 
treatment of the patient. This is probably the 
place in the training school where there is the 
greatest carry over into the field of public health. 


The nurse who has developed her powers of 
observation and self reliance and who is accurate 
and efficient in her record keeping already has 
one of the fundamental characteristics of a pub- 
lic health nurse. In public health the nurse must 
be a case finder as well as to give care and instruc- 
tion to those already diagnosed. In the hospital 
the nurse is not expected to find new cases but 
she may be the first to observe new symptoms. 


I should like to emphasize the importance of the 
public health nurse in the control of any com- 
municable disease and especially in those of long 
standing. The public health nurse is the nurse 
who sees these patients most frequently and the 
burden of the load must rest upon her shoulders. 
It may be through her efforts that the case is dis- 
covered, the source of the infection traced, and 
possible further infection prevented. Public 
health nursing is certainly a growing field of 
nursing. The recent statistics from the American 
Nurses Association tell us that of the total mem- 
bership of 167,201 nurses in 1940, only nine per 
cent or 23,705 are public health nurses. Recent 
estimates give the number of public health nurses, 
in demand as 80,000. It is also estimated that 
25,000 to 26,000 student nurses will be graduated 
this year from our schools of nursing. If only a 
portion of these students could come out of their 
training schools at least partially prepared fo go 
into public health positions! I should like to close 
by throwing out the challenge to the hospital 
training schools to do something to bring the 
demand and the supply of public health nurses 
closer together. The value of properly prepared 
public health nurses was just beginning to be 
appreciated when the first World War produced 
somewhat of a crisis in public opinion. At the 
very moment there is a new emphasis on health 
promotion and preventive effort which will make 
it imperative that we have more public health 
trained people. This is one of our means of con- 
tributing to inner defense. 


25 





A Rating Schedule for Graduate Nurses 


OLIN L. EVANS 


and acute shortage of bedside nurses. At 

the same time, inquiry revealed that the 
salaries we paid our nurses were below the aver- 
age in other hospitals. 


fe BOUT a year ago, we foresaw an imminent 


Approaching first the matter of salary adjust- 
ment as a means of retaining these nurses, we 
became aware more keenly than ever that the 
achievement of nurses on duty is as variable a 
factor as is physical stature. We arrived at the 
logical conclusion that the best nurse on our staff 
was worth far more to us than the highest paid 
nurse on the payroll, and that the poorest nurse 
was barely tolerable. 


Our problem of obtaining nurses was further 
complicated by the fact that we have no school. 
We must depend entirely on graduates for our 
nursing. 


The age honored custom of paying an increment 
of an established sum every year or period of 
years to each nurse did not seem to be a satisfac- 
tory solution to the problem. General duty 
nurses, admittedly an unstable commodity, with 
a turn over every 214 years, were not induced to 
remain longer or to improve in service. 


Establishing the Rating System 


Some kind of a rating system seemed desir- 
able—a system whereby the best nurse would re- 
ceive the highest and attractive salary with the 
condition that there are ways and means by which 
she can substantially increase her salary. 


We made a cross section study of the nursing 
field, but found no schedule that filled our needs. 
We were confronted with either building our own 
schedule, or continuing with the unsatisfactory 
salary increment plan. 


Several months’ study produced the schedule 
now in use, although revised and subject to fur- 
ther revision. 


The rating schedule contains 25 factors 
weighted to total a possible 100 credits. The re- 
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lation of credits to salary is one to one. It is con- 
sidered unlikely that any bedside nurse will reach 
100. Any nurse approaching this figure would 
appear to be a desirable candidate for the position 
of head nurse. 


Analyzing the Rating Schedule 


Perhaps some analysis of the schedule may be 
of interest. 


In one Section, No. 1 is designed to encourage a 
broader outlook on life than only nursing activity 
can give. No. 2 should keep a nurse informed on 
professional progress. By subscribing for a pe- 
riodical a person will more likely read it than if 
she is not a subscriber. No. 3, membership in 
professional organizations, serves the same pur- 
pose as a subscriber to periodicals. 


Another Section allows credit for experience of 
all kinds. 


A third Section considers factors that are less 
objective, but measurable and desirable in evalu- 
ation. 


It was agreed that the nurse would rate her- 
self, be rated by her head nurse, the director of 
nurses, and the superintendent if he should know 
her work well enough to judge. A median figure 
of these combined ratings was used, except where 
any one rating was obviously far out of line. We 
further agreed that on the initial rating no nurse, 


irrespective of her rating figure, would receive - 


less salary than she had been receiving. A con- 
dition was imposed, however, that any nurses rat- 
ing lower than her previous salary, would have 
to be increased on the next rating, or we might 
consider her an undesirable nurse. 


Reratings 


Reratings were to be made at approximately six 
month intervals. As previously pointed out, on 
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the report to the nurse of her rating, she was 
shown how she could increase her rating. 


Results of the Initial Rating 


The initial rating of 38 nurses was made in 
June 1940. Of these 17 did not rate as high as 
the salary they had been receiving. However, 
their salary remained constant. The average sal- 
ary increase was $9 per month per nurse. The 
Board of Trustees fearful of this new idea ap- 
proved it on condition that only 50 per cent of 
the indicated increase be granted, and that if sat- 
isfactory, the full amount be granted on the sec- 
ond rating. The total increase was $945 per year. 
The results were not too encouraging. 


The Second Rating 


The second rating was made in December 1940. 
By this time, 5 of the 38 nurses found the sched- 
ule not to their liking and departed. Of the 33 
nurses rerated only two did not increase their 
rating. These two have since left our employ. 
According to the rating schedule, and from gen- 
eral observation, they were not good nurses. The 
indicated additional increase effective January 1, 
1941, was at the rate of $2580 per year. By this 
time, we found that 33 bedside nurses were car- 
rying a heavier load than 38 nurses had carried 
six months before. The occasional cause for com- 
plaint of poor nursing service, existing prior to 
the first rating, seemed to have disappeared. The 
nurses themselves seemed to have a better atti- 
tude towards their work—their morale was im- 
measurably improved. No nurse had been dis- 
missed, but since the first rating seven nurses 
eliminated themselves. 


Indicated Increases in Salaries 


Now with all indicated increases in salaries hav- 
ing been granted, according to schedule, about 
$3500 per year, we find a better nursing service 
with fewer nurses and a lower payroll than was 
the case before the rating schedule was effective. 


The average monthly rate now is $69 and full 
maintenance. We expect this, to be increased 
considerably by June 1941. We are committed 
to pay whatever increase each six months’ rat- 
ing indicates. In fairness to the budget it must 
be admitted that few will exceed $90 within the 
next two years. 


Rating Head Nurses 


Another nursing problem confronted us by this 
time. The general duty nurse schedule was op- 
erating smoothly. 


However, our head nurses, some of whom re- 
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ceived less than some general duty nurses, be- 
came restive. Many of them, as was the case with 
the general duty group, believed they were very 
capable and were not being paid accordingly. 


The general duty group had proved to them- 
selves just how capable or incapable they were. 
Those who had the making of better nurses had 
an incentive for so doing and became alert. Those 
of lesser ability eliminated themselves. 


Self evaluation proved of value both to the 
nurse and the hospital. This was a page lifted 
by the superintendent out of the educational field 
with which he was identified for ten years prior 
to his hospital experience. Educators have learned 
to measure ability and achievement with a fair 
degree of accuracy. Many large industries are 
doing the same thing. It behooves us hospital 
folks to be no less modern in our methods. Lack 
of perfection is not an excuse for doing nothing. 


In our first attempt to rate head nurses we 
considered the same rating schedule as used for 
bedside nurses. Study proved to us that we were 
attempting to measure quite a different commod- 
ity and, therefore, a different measuring stick was 
necessary. 


I must give credit to Miss McFerren, our direc- 
tor of nurses, for the head nurses rating schedule. 
It is largely her work. 


In examining the rating sheet for head nurses, - 
we find some of the same factors, but many con- 
sidered not applicable, to general duty nurses. 


One Section deals with educational equipment 
and activities. The attendance at professional 
meetings and visitation of hospitals are to be 
made on hospital time, in the belief that an occa- 
sional new idea may be brought back to the group. 
We expect every head nurse to attend at least one 
day of this conference. 


Another Section deals with qualities which, 
while not truly objective, are again measurable. 
These factors are essential to a good head nurse, 
but not as necessary to the bedside nurse. 


The rating schedule for head nurses contains 
29 factors weighted to total a possible 130. The 
relation of credit to salary as in our first rating 
schedule, is one to one. 


The average increase appears to be about $9 
per month on this initial rating, The average sal- 
ary to $89 per month and full maintenance. The 
top salary is $107. From present indications the 
next rating will show an ‘average of about $11 
per month more. The top salary will probably 


be approximately $117 per month and full main- 
tenance. 
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The Federal Government Supports the Training 
of Nurses for Defense 


Public Law 146 — 77th Congress — H.R. 4926 


“TRAINING FOR NURSES (national de- 
fense) : For the cost, including subsistence, but not 
including cash allowances to trainees, of refresher, 
student nurse and postgraduate nursing courses, 
including courses in midwifery, provided by pub- 
lic agencies operating public educational facilities 
and by hospitals and nursing schools in accord- 
ance with plans submitted by them and approved 
by the Surgeon-General of the Public Health 
Service, at hospitals with recognized schools of 
nursing, and, where necessary, in the case of 
postgraduate courses at other institutions, for ap- 
proved persons who have been licensed to practice 
as registered nurses under the laws of a State, 
Territory, or the District of Columbia, $1,200,000, 
payment thereof to be made through certification 
from time to time in accordance with regulations 
promulgated by the Surgeon-General of the United 
States Public Health Service under the supervision 
and direction of the Federal Security Administra- 
tor and approved by the President, by said Sur- 
geon-General to the Secretary of the Treasury of 
the name of such agency, nursing school or hos- 
pital to whom payment is to be made, and the 
amount to be paid, such payment to be made prior 
to audit and settlement by the General Account- 
ing Office. 


“Salaries and expenses (national defense): For 
all general administrative expenses necessary to 
enable the Public Health Service to carry out the 
foregoing program of nursing courses, including 
personal services in the District of Columbia and 
elsewhere, purchase and exchange of equipment, 
traveling expenses, and printing and binding, 
$50,000.” Public Law 146. 
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FEDERAL SECURITY AGENCY 
U. S. PUBLIC HEALTH SERVICE 
WASHINGTON 


July 18, 1941 
Dr. Bert W. Caldwell 
Executive Secretary 
American Hospital Association 
18 East Division Street 
Chicago, Illinois 


Dear Doctor Caldwell: 


In, recognition of the role of nursing in national 
defense and in anticipation of a shortage of nurses, 
the Congress passed a bill on July 1, to give Fed- 
eral aid to nursing education (copy attached). 
These funds are to be granted for three purposes, 
(1) increasing the number of students in basic 
nursing programs, (2) preparing inactive grad- 
uate nurses for active duty, and (3) offering post- 
graduate instruction in special fields. These funds 
are to be granted to established schools of nurs- 
ing, hospitals, and other institutions concerned 
with the education of nurses according to plans 
approved by the Public Health Service. These 
plans are to be submitted by the agencies that 
wish to participate in the program. 


Within the limits of the appropriation, any 
agency may participate in any one or more of 
these proposed programs provided they meet re- 
quirements as outlined in Exhibit I, attached 
hereto. Relative to the total nursing education 
needs of the country, the appropriation is small. 
However, if, through these funds, we can show a 
substantial increase in the nursing forces of this 
country, it is probable that the Congress will make 
another, and possibly a more adequate appropria- 
tion next year. Therefore, those plans which pro- 
vide for the most effective increase of the best 
qualified nurses in the most economical way will 
be given preference. 


Within a few days, letters will be sent to all 
accredited schools of nursing in the United States 
giving them the necessary information about this 
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program and inviting them to submit plans early 
in August for that phase of the program in which 
they believe they are eligible to participate. 


The Subcommittee on Nursing of the Health 
and Medical Committee, Federal Security Agency, 
and its three nursing education consultants met 
in Washington last week and assisted the Public 
Health Service in the preparation of the general 
plans. 


We have requested the appointment of three 
nurses who are experienced in nursing school 
work to assist us in the administration of the 


plans. These nurses are Miss Margaret Arnstein, 
Educational Supervisor, New York State Health 
Department; Miss Lucile Petry, Assistant Direc- 


_ tor, School of Nursing, University of Minnesota, 


and Mrs. Eugenia K. Spalding, Nursing Instruc- 
tor at the Catholic University of America. 


We shall appreciate suggestions and comments 
from you, and we shall be glad to keep your or- 
ganization informed with regard to progress of 
this program. 

Very truly yours, 
Thomas Parran, 
Surgeon General 


General Plan for Administration of Federal Aid for Nursing Education 


I Basic Nursing Education 


Schools desiring to use this aid for increased 
enrollment in the basic nursing programs must 
meet the following preliminary requirements or 
provide for them in their plans in order to receive 
consideration. The school must 


1 be accredited by a State Board of Nurse 
Examiners. 


be connected with a hospital approved by 
the American College of Surgeons and by 
the American Medical Association. 


be connected with a hospital having a daily 
average of at least 100 patients. 


offer satisfactory clinical experience to all 
students in medical, surgical, obstetric and 
pediatric nursing. One or more of these 
may be obtained by affiliation.* 


submit an estimated budget for the school 
of nursing for the past year. 


According to the interpretation of the Act, these 
funds may be used for increasing the teaching 
and supervisory staff, for securing needed affilia- 
tions, for purchasing teaching equipment and sup- 
plies, and for providing subsistence and tuition for 
the additional students. Housing and other facili- 
ties may be included but cash allowances to stu- 
dents are specifically excluded in the Act. 


In the interest of economy, and in view of the 
difficulty of obtaining well-qualified instructors, 
schools are urged to consider the possibility of 
combining their efforts in providing, for example, 
preclinical courses; psychiatric or other clinical 


—— 


*Preference will be given to those schools which offer experi- 
ence in psychiatric, tuberculosis, and communicable disease 
Services in addition to those services which are required. 
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courses; or for special instruction in the preven- 
tive and health aspects of nursing. 


II Refresher Courses for Inactive Nurses 


Schools desiring to participate for refresher 
courses to prepare inactive nurses in their com- 
munities for active work shall meet the following 
requirements. 


They shall have. 


1 facilities for an educational experience in 
basic clinical fields. 


2 a nurse instructor who will be responsible 
for this program. 


III Postgraduate Instruction in Special Fields 


Institutions or agencies which desire to use this 
assistance for advanced or postgraduate nursing 
education in any of the following fields must meet 
the requirements as outlined below: 


1 Programs of study in supervision, teaching 
and administration in nursing schools or 
nursing services, and in public health 
nursing, must be administered by an edu- 
cational institution which has well estab- 
lished programs of study in nursing educa- 
tion for graduate nurses. 


Courses for graduate nurses in clinical and 
technical fields related to nursing such as 
anesthesia, orthopedics, psychiatry, ob- 
stetrics, and midwifery, must be adminis- 
tered by institutions or agencies which can 
provide adequate clinical and other facili- 
ties in the specialty and a sufficient number 
of qualified instructors and supervisors. 





Value of Psychiatry to the General Hospital 


EDWARD G. BILLINGS, M.D. 


E ARE pretty well agreed that psychia- 
We has proved advantageous to the well- 

being of the average community and, 
therefore, psychiatry should have value to the 
general hospital whose purpose is to serve the 
community in matters of health. If questioned 
specifically as to the value of psychiatry to the 
general hospital, it is necessary to first explain 
that psychiatry is desirable in the general hos- 
pital because it is the one place in the average 
community which offers a clinical milieu in which 
scientists and clinicians of all the branches of 
medicine can meet on a common ground. 


It can be explained, seccnd, that as special diag- 
nostic and therapeutic techniques are developed in 
the formal psychiatric hospital and clinic, they 
must be integrated with the procedures of com- 
munity medical practice. Since the general hos- 
pital is an excellent station wherein innovations 
may be adapted to the psychiatric medicine of 
the commnuity, via contacts with the various 
physicians through their own cases, the general 
hospital, in an indirect way, serves the commu- 
nity in the promotion of its mental health. 


Then, third, as it is incontestable that an ade- 
quate mental hygiene depends on patients being 
seen when their difficulties are just beginning 
or, better still, before they begin, it must be the 
general physician, first contacting the case, on 
whom the basic responsibilities fall. Whereas 
the general hospital is not only the place in which 
the physician is usually trained but to which he 
takes his patients for special study and care, it 
is logical to assume that more psychiatry in more 
general hospitals would aid the family physician 
in the evaluation and correction of personality 
problems, thereby acting as his secondary line 
of support. 


Thus we can explain the value of psychiatry 
in the general hospital. However, when appeal- 
ing to the laity for support of institutions and 
mental hygiene movements, the physician and 





*From the Psychiatric Liaison Department, financed by the 
Rockefeller Foundation, a division of the Department of Psy- 
ghiatey o the University of Colorado School of Medicine and 

ospitals. 
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general hospital administrator must translate the 
scientific medical-psychiatric facts supporting 
these contentions into rather general non-medical 
terms to explain not necessarily the value of psy- 
chiatry in the general hospital, but rather its 
value to the hospital. 


Basis of Discussion 


In this discussion on community psychiatry, I 
have chosen to answer only two of the many ques- 
tions raised by communities that realize a need 
for psychiatric service, by medical schools inter- 
ested in the further development of medical psy- 
chiatry, and by physicians and administrators who 
have to translate scientific data into lay terms. 
The .two questions are: 1) What is the general 
nature of the psychiatric problems encountered in 
the general hospital and 2) What is the mean- 
ing of the recognition and treatment of these 
problems to the community in dollars and cents? 


The answers to these queries are based on the 
experiences of the Psychiatric Liaison Depart- 
ment. This division of the Department of Psychi- 
atry in the Colorado University School of Medi- 
cine and Hospitals was begun in September 1934, 
specifically to assist in the integration of princi- 
ples of psychiatry with those of the other depart- 
ments of medicine and surgery, and to handle the 
personality disorders in the Colorado General Hos- 
pital. 


The University of Colorado School of Medicine 
and Hospitals, which is located in Denver (popu- 
lation 287,861), the capitol of Colorado (popula- 
tion 1,035,791), gives all four years of medicine 
and accommodates 50'students per class. The hos- 
pital facilities consist of the 150 bed Colorado 
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Chart 1 


General Hospital, with a 20 clinic out-patient de- 
partment, and the adjacent, 75 bed Colorado Psy- 
chopathic Hospital, housing also an active psychia- 
tric out-patient department and child guidance 
clinic. 


During the past five years the average yearly 
admission rate to the Colorado General Hospital 
was 3650 patients. To its out-patient dispensary 
there came an average of 7963 new cases and an 
average of 62,029 return visits were made per 
year. From this clinical material were referred 
all the cases examined and treated by the liaison 
psychiatrists. 


Psychiatric Problems in a General Hospital 


Our experience’ has been that 1 out of 28 new 
admissions to the general hospital and 1 out of 16 
new admissions to the out-patient department, 
are cases presenting problems requiring the serv- 
ices of a physician well trained in psychiatry. Of 
the admissions to the medical wards of the hos- 
pital, 1 out of 13 patients presents personality 
disorders which not only account for his com- 
plaints, but which also are fundamentally ap- 
proachable from the psychiatric point of view. As 
many more (1 out of 7 patients) require medical- 
psychiatric understanding and management. In 
the out-patient medical clinic, 1 out of every 6 
admissions has been referred to the psychiatrists 
for treatment and as many more require psychi- 
atric understanding and guidance. 
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In a recent study made in collaboration with 
97 graduate physicians actively engaged in 15 
different fields of medicine in 25 different areas in 
the United States, this incidence of cases requir- 
ing psychiatric attention in general hospitals is 
in truth an under estimate, by one-half, of the 
incidence of such cases in private medical prac- 
tice. It is, therefore, felt that the incidence of 1 
personality determined case in every 28 admitted 
to general hospitals is a safe minimum that can 
be used without any fear of exaggeration in esti- 
mating the yearly admissions to other general hos- 
pitals. On this basis, then, it can be safely as- 
sumed that of the 97,371? admissions to the reg- 
istered general hospitals of Colorado in 1939, over 
30007 cases at least were hospitalized in those gen- 
eral hospitals because of illness caused by person- 
ality difficulties, enough patients, if they all were 
to be admitted at one time, to fill practically every 
one of the 3400 beds in those same hospitals. 


What is the nature of these medical-psychiatric 
problems? In our General Hospital, of the adult 
cases examined and treated (see Chart 1), one- 
third (33.5 per cent) manifested psychoneurotic 
reactions, one-third (31.7 per cent) showed major 
psychotic disorders, and approximately one-third 
(34.8 per cent) of the cases presented complaints 
and symptoms understandable, to a great extent, 
in terms of constitutional psychopathic disorders 
and reactions of intellectual retardation. Nearly 





jIn comparison there were 2657 patients admitted to “nervous 
and mental’ hospitals in Colorado in the same year. 
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Chart 2 


one-half (47.7 per cent) of the children (see Chart 
2) studied and treated presented primary disor- 
ders of behavior, 24 per cent were reactions on 
the basis of intellectual handicap, 13.8 per cent 
manifested psychoneurotic reactions and the re- 
mainder (14.4 per cent) were showing sweeping 
disorders of personality. 


Thus it is seen that as far as the nature of psy- 
chiatric problems in the general hospital is con- 
cerned, all types of reactions are seen. It is true 
that the intensity of the disorders, as a rule, is 
not as marked as in those requiring special psychi- 
atric hospital care. However, it is startling to 
realize how frequently the patient in psychiatric 
hospital began to react in the same way as the pa- 
tient in general hospital—and only required psy- 
chiatric hospital care after many months or years 
of misunderstanding and therefore little real ther- 
apy. The personality disorders seen in the gen- 
eral hospital were accompanied by physiological 
repercussions involving any and all system func- 
tions and at first glance very frequently simulated 
organogenic illnesses. 


Because of the incidence and nature of the clin- 
ical material, in general, it can be said that the 
general hospital offers an excellent situation for 
the early apprehension of personality difficulties, 
for collaborative research studies, for the educa- 
tion of nurses and physicians in the diagnosis and 
treatment of such difficulties in the community 
and, therefore, for ultimate possible prevention in 
the given community. 


Significance of the Psychiatric Department 
to the Community 


So far, the facts speak for a need that the com- 
munity has for psychiatric facilities in its gen- 
eral hospitals. This leads then to a consideration 
of the next question, “What is the meaning to 
the community of the recognition of these prob- 
lems not only in terms of human values but also 
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in terms of dollars and cents?” In other words, 
can the hospital afford such a departmental de- 
velopment? The answer to this question is that 
the hospital canont afford not to treat such cases. 
In support of this statement, the following data 
are offered: 


In the first year of the psychiatric development 
in the Colorado General Hospital, the average pa- 
tient (on the basis of all patients on all services) 
stay was 15 days. The average stay of the psy- 
chiatric patient in this institution during the same 
year was 28.1 days. As shown in Chart 3, the 
average patient stay has fluctuated at the most 2.3 
days during a five year period. The stay of the 
psychiatric cases has progressively decreased year 
by year until in the fifth year the figure in days 
is practically that for the average case. To the 
patient, this means fewer days of morbidity in 
the hospital—therefore, less time from home and 
work. From the physician’s point of view, this is 
gratifying too, since, with improvements in treat- 
ment, these patients are realizing even better re- 
sults than they did five years ago when’ they 
stayed in hospital twice as long. 


To the community and hospital this reduction 
in patient days is of financial significance. De- 
spite the fact that the average per diem cost of 
patients in the Colorado General Hospital (see 
Chart 4) rose from $3.487, in 1934-1935, to $4.892, 
in 1938-1939, and the average cost per patient stay 
(for all patients on all services) from $52.305, in 

tViz.—Medicine, surgery, gynecology, obstetrics, urology, neu- 


rology, orthopedics, dermatology and syphilology, ophthalmol- 
ogy, otolaryngology, pediatrics and proctology. 


(From the Psychiatric 
Liaison Department) 
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A comparison of the hospital "stay *(in days) of the average 

atient and the psychiatric patient in the Colorado General 
Seepital, demonstrating their approximation in Five years 
as medical and surgical diagnosis and treatment give 
more attention to the patient as a personality. 


(CO = Average number hospital-days per patient 
(all patiente on all corviaee!’ nee 


= Average number hospital-days per psychiatric 
patient on the general hospital wards. 


Chart 3 
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1934-1935, to $71.423, in 1938-1939, the cost of the 
psychiatric patient fell from nearly twice that of 
the average case, in the first year, to practically 
the same figure as the average case in the fifth 
year. In other words, in the first year of psychia- 
try in the General Hospital, the cost for the psy- 
chiatric case was $45.68 more than for the aver- 
age one, whereas after five years of medical- 
psychiatric collaboration the cost of the psychi- 
atric case is but $2.00 greater. Thus, in five 
years’ time, through the education of its physi- 
cians and nursing staffs, approximately $43.00 per 
patient is saved. It is readily seen that the early 
recognition and treatment of but 200 such pa- 
tients per year would, after a period of five years, 
save the hospital and community enough to sup- 
port easily an excellent department of psychiatry. 


_ If the stay of the average general hospital psy- 
chiatric patient is broken down into the pre- 
psychiatric referral period and the period of stay 
following referral to the psychiatrist (see Chart 
5), it is apparent that both phases of the patient’s 
hospitalization period were shortened. In 1934- 
1935, the average psychiatric patient was in hos- 
pital 13.7 days before being referred to the Psy- 
chiatric Liaison Department and 14.4 days after- 
ward. 


In 1936, it was stated* that as the student, resi- 
dent, and visiting staffs of the hospital “formed 
a better understanding of personailty functioning 
and learned that if the complete complaint of the 
patient and some facts of his personality develop- 
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ment were obtained and corroborated by specifi- 
cally outlined examinations and tests, a diagnostic 
formulation would be arrived at far more easily 
and accurately than by taking a few of the facts 
as given by the patient and then relying on x-ray, 
various special consultations and test tubian tac- 
tics to ‘rule out’ something or other.” At that 
time it was predicted that if the average intern 
and non-psychiatric clinician could be led to con- 
sider the patient and his complaint in terms of 
psychobiology as well as physics, chemistry, anat- 
omy and physiology, that in a total of five years 
the diagnostic period, as well as the medico-psy- 
chotherapeutic period, could be shortened so that 
the total period of hospitalization would be ap- 
proximately that of the average non-psychiatric 
patient. The fifth year (1938-1939) computations 
of the hospitalization patients referred to the 
psychiatrist reveal that this was correct. The 
first phase was reduced from 13.7 to 8.01 days and 
the second or therapeutic period was decreased 
from 14.4 to 7 days (Chart 5), the total period 
of hospitalization being practically the same as 
for the average patient on any and all services in 
the general hospital. 


In the light of this reduction in hospital time, 
per patient, it might be questioned whether the 
efficiency of the general clinical examinations was 
curtailed. A study of charts 6, 7 and 8 will quickly 
reveal that the number of clinical laboratory tests, 
consultation services and x-ray studies per pa- 
tient in the hospital, in general, increased quite 
perceptibly during this five year period. This 
shows that the diagnostic studies of all patients, 
including the psychiatric ones, have improved in 
the hospital. Additional study of these charts 
reveals still more evidence to support the fact 
that the inculcation of psychiatric principles in 
graduate physicians reduces diagnostic and thera- 
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peutic floundering with concomitant waste of pa- 
tient sick days and the community’s money. 


It will be noted that, although the trend has 
been to employ more clinical, laboratory, and x-ray 
examinations and consultations in our hospital, 
per patient, and that on the whole the psychiatric 
patient receives more attention in this respect, 
the number of the diagnostic examinations in 
these psychiatric cases has been reduced very 
greatly, so that they more closely approximate 
those for the average non-psychiatric case. For 
example, in 1934-1935, the x-ray of bones was 
futilely utilized to understand some of the somatic 
aches and pains of these patients. In 1938-1939, 
common diagnostic sense, and remembering the 
personal functions of the patient, not only re- 
duced by half the number of x-ray examinations 
of the skeletal structure, but led to more efficient 
diagnosis and therapy. The translation of these 
refinements in the thorough study of patients into 
dollars and cents, professional service hours, etc., 
argues very definitely that psychiatry in the gen- 
eral hospital holds considerable value not only to 
the hospital but also to the community. 


Chart showing comparative number of special consultations 
hed on the average general hospital patient ana the 
psychiatric patient in general hospital up to the time 
adiagnosis was made. 


on 50 random cases in Colo Gen. Hospital 


on 50 psychiatric cases in Colo Gen al 1924-1925 


on 50 random cases in Colo. Gen. Hospital 


BOBO 


~< 


~ 
ou won 


’ . . 1938- 
on 50 psychiatric cases in Colo Gen mcs eid 

















(From The Psychiatric Liaison Department) 


Chart 7 
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Summary 


Psychiatry is desirable in the general hospital 
because: 


1 Therein is to be found a clinical milieu con- 
ducive to a broad type of investigation of per- 
sonality disorders. 


2 The general hospital is an excellent station 
wherein diagnostic and therapeutic innova- 
tions revealed in the formal psychiatric hos- 
pitals may be adapted to the psychiatric med- 
icine of the community. 


8 The mental health of the community is pro- 
moted through the early contact of cases and 
the enrichment of the general physician’s ex- 
perience in the diagnosis and treatment of 
psychiatric problems. 


Psychiatry is of value to the general hospital 
because: 


1 In the general hospital the incidence of all 
types of personality reactions, often simulat- 
ing organogenic syndromes, is great. 


Chart showing comparative number of Xray examinations 
done on the average general hospital patient and th 
psychiatric patient in general hospital up to the time 
@ diagnosis was made. 
O = on 50 random cases in Colo. Gen. Hospital 
B on 50 prychialric cases in Colo.Gen.Hospital 
Ox= on 50 random cases in Colo. Gen. Hospital 
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Chart 8 


2 The integration of the principles of psychi- 
atry with those of the other branches of med- 
icine reduces diagnostic and therapeutic 
floundering, shortens the hospital stay for the 
patient and thereby saves the hospital, pa- 
tient and community money. 
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Protection of Professional and Other Personnel 





Against Tuberculosis in the General Hospital 


W. H. OATWAY, Jr., M.D. 


tion of the hospital personnel from tubercu- 

losis, one must demonstrate the need. Un- 
fortunately, a need for protection exists. It can 
easily be proven. 


B ton « discussing the methods for protec- 


Hospitals can be divided into two classes by 
their attitude towards tuberculosis. They may 
acknowledge that patients with tuberculosis exist 
among their population, and even admit them as 
such to the hospital; others may deny that they 
have patients with the disease within their walls. 
The policy which either of these attitudes pro- 
duces may be firm or vague. 


The hospitals which admit known cases of the 
disease, or realize that tuberculosis may be pres- 
ent and unrecognized, are being modern, logical, 
and wise. They may then segregate the known 
cases and protect their personnel. They will be 
alert to case-finding among the new admissions. 


The hospitals which deny admission to known 
cases of tuberculosis are in the position of the 
boy who wears a clean shirt but has a dirty neck. 
They have tuberculosis in spite of their attitude. 


The evidence for this is both direct and indi- 
rect: The incidence of tuberculous infection and 
disease rises rapidly and largely in groups, such 
as nurses and interns, who come in contact with 
the patients of a general hospital for the first 
time. This rate exceeds that of similar age groups 
in the community. The death certificates from 
the very hospitals which deny the presence of 
tuberculosis show that patients have died there 
of the disease. Finally, case-finding x-ray surveys 
of the newly admitted patients in hospitals of 
Wisconsin, Michigan, New York, and elsewhere 
have shown that two to four per cent have the 
disease, two-thirds of which is unsuspected by 
ordinary clinical examination. 


Methods of Protection 


Fundamentally, the hospital board and staff 
Must firmly decide on policy and its execution. 
They must agree on the need for recognizing the 








August, 1941 


The Author 
@ Dr. W. H. Oatway, Jr., is Assistant Physi- 
cian, Wisconsin General Hospital and As- 
sistant Professor of Medicine University of 
Wisconsin Medical School, Madison, Wis- 


consin. 








disease, as well as the means by which it must 
be done. 


1 The first method for protecting the person- 
nel is a recognition of all tuberculosis in the pa- 
tient population. 


The methods of case-finding can include a his- 
tory, a physical examination, tuberculin tests 
followed by an x-ray, or some x-ray method ap- 
plied routinely. 


Two factors modify the value of almost all of 
these methods. One of these is the extent of 
their application, and the other is their possible 
efficiency. 


A complete history and physical examination is 
obtained on all patients in only a portion of the 
general hospitals. Their results may be sugges- 
tive, but are poorly efficient in finding pulmonary 
tuberculosis. 


Tuberculin testing, followed by a chest x-ray of 
the positive reactors, has been tried in only a few 
hospitals. It requires days of time and poten- 
tial contact, a great deal of energy, and less than 
two-thirds of the patients are followed through 
to a conclusion. 


The use of an x-ray method on all patients at 
the time of admission is the best idea, but until 
now has not been used routinely in any hospital 
except for transient trial periods. The exact 
method to be used is still being investigated. It 
should have the qualities of simplicity, speed, low 
cost, and should leave a permanent result for 
comparison. A single film is best but costly; a 
paper x-ray costs half as much but is less effi- 
cient; fluoroscopy costs very little, but requires 
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skill and leaves no record. The two most promis- 
ing services are those which photograph a fluoro- 
scopic image of the chest on a small x-ray film or a 
35 mm. camera film—the so-called photofluoro- 
scopy. The cost one-tenth to one-twentieth as 
much as a large film, but are perhaps 2 to 5 per 
cent less efficient. They have great promise, and 
equipment for their use is now being made 
available. 


2 The second method of protection is the seg- 
regation of tuberculous patients. This must be 
done in a way which will allow efficient care, will 
have a low initial cost and upkeep, will simplify 
infectious disease precautions, and will provide 
excellent protection. 


The size of the hospital will dictate the amount 
of space needed for such a service. Rooms inter- 
posed between. others on a corridor can be allo- 
cated temporarily or indefinitely for such a use. 
A small ward may be used entirely for a tuber- 
culosis unit. A floor or building may be required 
in a large hospital. 


The development of such space may be arranged 
by conversion of old facilities, a remodeling of 
an area, or construction of a new ward or 
building. 


The size of the unit will determine what equip- 
ment and service will be needed. One or a few 
rooms can be treated as a part of the ward, with 
special care; a large unit can be almost self-suf- 
ficient in its equipment, except for such major 
services as food and laundry. 


Segregation of the tuberculous produces a mix- 
ture of feelings among the personnel. The dom- 
inant one is usually confidence. | 


3 The third method of protection is the use 
of infectious disease precautions. 


The theory and practice of this necessary tech- 
nique has been described at length in publications 
of the American Hospital Association. 


The main principle is to stop the infectious 
material from the lungs as near to the source 
as possible. This entails training of the patients, 
the use of sputum wipes or occasionally boxes, 
and even the use of a mouth mask in those with 
abrupt cough, poor control, or great weakness. 


Secondary to this aim is the privacy, or steril- 
ization, or destruction of all materials or objects 
which come in contact with the mouth, hands or 
excreta or the patients. This includes toilet arti- 
cles, bed-clothing, garments, floors, furniture, 
dishes, and even out-going mail. The method of 
destruction is usually incineration; the method of 
sterilization is by autoclaving or a cresol solution. 
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A less important angle is the direct protection 
of the employee himself. A gown to cover the 
clothes; a mask to cover the nose and mouth; 
perhaps a cap, are the conventional methods. 
Washing of the hands and arms is important. In- 
struction in care of the patient, bed-clothes, etc., 
will be helpful. 


The technical routine for nurses, staff, students, 
kitchens, laundries and for other contact people 
and dress (such as orderlies, laboratory techni- 
cians and the x-ray department) is specialized, 
and has been fully described. It can be efficient 
but also very simple. 


4 The fourth method of protection is instruc- 
tion of the individuals concerned. 


Brief outlines may be prepared describing the 
objectives and technique; a list of suggestions 
may be distributed to patients; notices and bul- 
letins may be posted for cleaners, technicians, vis- 
itors, and others; lectures may be given, espe- 
cially at the initiation of a program, to nurses and 
the staff. These things are necessary, of value, 
and theoretically very fine. They require, how- 
ever, a charge nurse or physician to start the 
routine and to recurrently check all phases of it. 
In this regard it is like any other enterprise. 


5 The fifth method of protection is a program 
of health examinations for the personnel. 


The object is to know the status in regard to 
tuberculosis of every hospital employee, at the 
time of employment and at intervals thereafter. 
Employees may be normal, may be infected, may 
have the disease in some form, or may even be 
infectious. Their condition may remain un- 
changed, they may become infected, or even dis- 
eased. The results of examinations may decide 
whether they should be employed or not and 
whether their condition. needs further study. 


The ideal survey should include all hospital 
employees. A less satisfactory compromise would 
include all workers in contact with patients. 


The usual method of examination is the use of 
tuberculin tests followed by chest x-rays of the 
positive reactors. A more modern procedure, 
especially in a survey of large groups, is the gen- 
eral use of an x-ray method (as noted earlier), 
with preliminary two-strength tuberculin tests 
being reserved for medical and nursing students. 


The frequency of examination may be modified 
by the amount of contact with tuberculous, or po- 
tentially tuberculous, patients. An x-ray once a 
year, or when indicated clinically, is considered 
satisfactory for all except those employees who 
work on a tuberculosis service, an orthopedic serv- 
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ice, or some other ward known to have a high 
incidence of the disease. These groups in con- 
tact, as well as interns on rotating services and 
student nurses, may be examined every 6 months. 
Individuals with known arrested lesions who are 
allowed to work may be observed by a physician 
at intervals of two to six months, as indicated. 


‘It is essential that the program, somewhat as 
outlined, be administered by a physician with 
adequate training. He can profit by collaboration 
with the nurses’ office, and help in the x-ray 
department. 


6 The sixth and last method of protection is 
the use of vaccination against tuberculosis. 


Up to the present time the use of vaccination 
has been chiefly restricted to the method I am 
using now—speculation. It depends upon the 
well proven but not widely known protective ef- 
fect of infection. Animals show a remarkable 
resistance to later exposures when given a be- 
nign type of tuberculosis. Nurses with negative 
tuberculin tests are known to develop serious dis- 
ease at least five times, as often as those with 
positive reactions. 


Infection. may be produced by vaccination with 
a weak strain of the tubercle bacillus. The ef- 
fects last from one to several years. The vaccine 
most commonly used is BCG—a product of the 
Pasteur Institute. A simple, effective method of 
giving it has been described by a Chicagoan. He 
is using it in adults for almost the first time in 
this country. The results will be very interesting 
to watch. 


Comment 


The use of such a comprehensive approach to 
the tuberculosis problem in a hospital may seem 
questionable except to a clinician or a hospital su- 
perintendent or a nursing supervisor who watches 
the incidence of infection climb in the contact 
groups or notes the employees who drop out and 
enter sanatoria. In addition, somewhere in the 
list of reasons, one sees the social duty of the 
hospital to its community, as well as humani- 
tarianism and economy. 


The medicolegal aspects cannot be discussed 
here. They are present and important. 


The cost of the program can be trimmed fairly 
low. Administration and supervision will be in 
the hands of an already employed staff; isolation 
and precautions require thought rather than 
money; x-raying can be done by existing facili- 
ties; and the new methods will split the cost of 
materials to a fraction. 


It may be hard to decide how the studies on 
the patients shall be paid. The cost of the 
method, the status of the patient, and the function 
of the hospital will probably help. The expense 
of studies on all actual employees should probably 
be borne by the hospital. 


Conclusions 


Protection of the hospital personnel from tu- 
berculosis is a necessary procedure. It is possible 
to do it in a complete and efficient way. It would 
therefore seem serious not to do so. 





Dr. Willard L. Quennell Goes to Union 
Memorial Hospital 


Dr. Willard L. Quennell has been appointed 
Director of Union Memorial Hospital, Baltimore, 
Maryland, to succeed Dr. Clyde D. Frost, deceased. 


Doctor Quennell was for twenty years the su- 
perintendent of the Highland Park General Hos- 
pital, Highland Park, Michigan. Upon his grad- 
uation from Tufts Medical College in 1911, he 
began his internship at the Massachusetts Gen- 
eral Hospital. He served in the Medical Corps of 
the U. S. Army during the first World War, and 
upon his discharge he became superintendent of 
Highland Park General Hospital. He is a member 
of the American Hospital Association, a Fellow 
of the American College of Hospital Administra- 
tors, and a Fellow of the American Medical Asso- 
ciation. 


Doctor Quennell will take over his work as di- 
rector of the Union Memorial Hospital August 1. 


August, 1941 
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American Occupational Therapy Associa- 
tion to Meet in Washington 


The American Occupational Therapy Associa- 
tion will hold its twenty-third annual meeting in 
Washington, D. C., September 1-5, in conjunction 
with the American Congress of Physical Therapy. 
“The Role of Occupational Therapy in the Na- 
tional Defense” will be the theme of the conven- 
tion. 


Occupational therapy is of very large impor- 
tance in any program looking to the rehabilita- 
tion of the civilian population and the soldiers, 
and the members of the American Occupational 
Therapy Association are now preparing them- 
selves to do their share in today’s national emer- 
gency. 


The general sessions of the convention will be 
devoted to cardiac children, neuro-psychiatric, 
veterans bureau, tuberculosis, defense, musical 
therapy, color therapy, student training, and work 
with the blind. 
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Procedure for Purchasing on Bid Basis 


E. C. WOLF 


AY I suggest in the beginning that pur- 
M chasing on “bid basis” as will be dis- 
cussed, refers to such a procedure in a 
large institution. What is a large institution 
might be questionable, but as a basis for this dis- 
cussion, we shall consider an institution as large, 
when it assumes a capacity of 100 beds or more. 
I do not mean to infer that purchasing on a “bid 
basis” could not be effective in a 25 bed hospital, 
but it is debatable. I believe that the 25 bed 
institution would probably be just as well off to 
make its purchases as needed through a few re- 
liable vendors or their representatives, who have 
proved by experience to have good merchandise 
and to be honest and fair in their dealings. 


Purchasing on a “bid basis” does not necessar- 
ily mean “sealed. bids” which are required in a 
public institution. Sealed bids and public opening 
are required in public institutions to avoid political 
interference and collusion, but this procedure is 
not required or needed in a private institution. It 
may be necessary at times to order certain items 
from the first returned quotation, should our stock 
suddenly become depleted of those items, and we 
cannot wait for several days until all quotations 
are returned. And of course, we do not advertise 
for bids in a private institution, such as is done 
in a public institution, we use the mailing list 
method. 


Mechanics of Purchasing on a Bid Basis 


Purchasing on a “bid basis” entails a little more 
than just sending to several vendors a notice that 
you want a price on 200 dozen pillow cases, 50 
dozen peaches, or 10 gross of what have you. It 
means that previous to purchasing on a “bid 
basis,” definite specifications on each article must 
be worked out so that bidders are all placed in 
the same position as regards their quoting a price. 
Suitable specifications for your uses are the re- 
sult of intensive and long view study of each 
item, working closely with all departments as 
regards their usage. We know that there are 
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many articles used in a hospital which can be sup- 
plied in different qualities and that any of these 
qualities may be acceptable in different institu- 
tions. After all, if all the hospitals in these United 
States used exactly the same articles of the same 
quality, size, etc.—well, that might be Utopia, or 
again, it might lead to a break-down of our sys- 
tem, the same as if everyone built the same style 
house, painted it the same color, etc. So, we must 
recognize that we shall always have with us differ- 
ences of opinion as to what we like to use in our 
own institution. These differences of opinion, of 
course, are what make the world go round, and in- 
spire research, initiative, competition, etc. 


Now, purchasing on a “bid basis” as regards 
its functions in a large institution, means that we 
must have simple specifications on hundreds of 
different items used in a large institution, such 
as are carried generally throughout the year in a 
central stores department. These do not include 
all the numerous special items purchased and de- 
livered direct to a department and the many items 
of equipment used in a hospital. 


Classifications of Specifications 


In setting up specifications for hospital uses, 
we have four different classes: first, those staples 
stocked in the general stores; second, those items 
used frequently but are not carried as stock 
items; third, equipment items; fourth, repairs to 
buildings and equipment. 


We are all acquainted more or less with Federal 
Government specifications for purchasing and to 
follow these detailed requirements on all hospital 
items is excellent procedure. Much can be learned 
from Government specifications and everyone in- 
terested in purchasing should study these speci- 
fications, copies of which can be obtained at a 
nominal cost. Usually Government specifications 
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are quite detailed and unless we want to purchase 
an article by simply stating that the item must be 
the same as Government specification number so 
and so, we should write our own simple specifica- 
tions, which is a fairly easy procedure, quite edu- 
cating, and makes us careful about our purchas- 
ing. The “Manual of Specifications for the Pur- 
chase of Hospital Supplies and Equipment,” 
published by the American Hospital Association 
recently, is quite helpful and is recommended. 
Someone has said, in explaining how to write a 
specification, that it is just a matter of putting 
into writing what you might say orally in making 
an “over the counter” purchase. But Govern- 
ment specifications go into much more detail than 


this. 


In requesting bids, we should always leave the 
door open for alternate bids in that a substitute 
might be suggested by a vendor, slightly different, 
but entirely suited to our needs, and may be less 
in price. For instance, in arriving at a specifica- 
tion for a desk, Government specifications go into 
much detail regarding the construction, kind of 
wood, etc., but for our use, we need only to pick 
out the desk we want from a reliable vendor’s 
catalog, specify it according to that catalog num- 
ber, etc., and then say, “or equal,” which leaves 
your bid open to alternates. However, there is 
some disagreement on this point and there are 
some purchasing agencies, who will not mention 
manufacturer’s makes, but use Government speci- 
fications entirely and as mentioned before, this is 
very good procedure. 


The Salesman’s Position 


I wish to digress a little from the subject, so as 
to make some mention of the salesman’s position 
in the picture of purchasing on a “bid basis.” As 
almost all of the reliable houses give their repre- 
sentatives credit for all sales from their terri- 
tories, it would seem that the salesman’s calls 
would no longer be necessary. As far as securing 
orders each time he calls, this is true. But the 
salesman’s periodical visits serve to keep alive 
friendly relationship between his firm and the 
buyer. The salesman can definitely continue to 
be of assistance to the buyer by informing him of 
market changes, new items being produced, uses 
in other institutions, etc. Also, frank discussion 
between the salesman and the buyer regarding 
items which his firm has not been awarded, often 
leads to suggestions of benefit to both. And so, 
we endeavor to see all salesmen who call—if only 
for a few minutes. But, the “bid basis” procedure 
definitely eliminates the peddler type of salesman 
who is here today and gone tomorrow. At the 
request of a new salesman, his firm’s name can 
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be added to your list of vendors and be given a 
trial request for quotations. 


Advantages of Purchasing on a Bid Basis 


The formal procedure for purchasing on a “bid 
basis” is usually quite simple and entails little or 
no extra expense, but -definitely lends itself to 
more careful purchasing. If practically and hon- 
estly applied with common sense, there will result 
competitive prices and price savings, more fre- 
quent allowances for quantity purchases, and im- 
proved delivery service, the eliminating of dis- 
putes with suppliers, and assurances of definite 
and higher standards of quality. 


First, of course, there must be a demand for the 
item or items, which as mentioned before, may 
originate from different sources in the institution, 
the central stores, special direct department items, 
new equipment, etc. The largest demand is from 
the central stores and should arise once a month 
except for emergencies, which of course, will al- 
ways occur in a hospital. The central stores should 
have a bin card placed over or under each item in 
stock with ample space on the bin card for adding 
and deducting items as they are received and dis- 
bursed, a sort of perpetual inventory. There 
should also be on each bin card a minimum stock 
amount or danger signal arrived at by experience 
of uses, to serve as an indication that the item has 
reached a low point and should be reordered. At 
a specified time each month, these bin cards are 
reviewed by the one in charge of the stores depart- 
ment, and those items that have reached the pre- 
viously determined low point, are listed and stock 
requisition is sent to the Purchase Office. 


The purchase office maintains a list of purveyors, 
covering all items, such as wholesale grocers, dry 
goods houses, hospital supply houses, drug houses, 
etc. The purchasing authority, after reviewing 
the stock requisition, indicates which firms are to 
receive the invitations to quote on the merchan- 
dise needed. A regular form of invitation to quote 
should be prepared, and it is quite important to 
indicate certain printed instructions on this form, 
such as requesting that delivered prices be quoted, 
terms indicated, and brand names of merchandise 
be shown. Also, there should be indicated a re- 
turn date and usually a week should be allowed 
for the return. Do not print useless requests on 
the invitation to bid, but make it imperative that 
the infonmation you do request is properly sup- 
plied. 


Procedure in Handling the Bids 


As bids are received, they are checked off from 
the original mailing list and when the return date 
is reached, those bids that have been returned are 
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tabulated and reviewed by the purchasing author- 
ity and purchase orders executed to the successful 
bidders. Failure to bid, or to continuously quote 
higher prices, are sufficient causes to drop names 
from our mailing list. The reviewing of the bids 
and executing of purchase orders cannot be too 
‘mechanical, as every angle of the quotations must 
be thoroughly studied and quite frequently the 
department interested must be consulted. The 
purchasing authority should not promiscuously 
change general usage items without first consult- 
ing with those who must work and use the item, 
particularly in. the dietary department. In the 
dietary department, it is often necessary to re- 
quest that samples be submitted for the inspec- 
tion of this department. Also as regards linens, 
samples are frequently requested. I cannot stress 
too much the importance of working very closely 
with all departments, as their cooperation is 
needed in any central purchasing set-up, particu- 
larly as regards the usage of all items. 


Purchase Orders 


Purchase orders may be typed with as many 
copies as suits the institution needs, such as a 
copy to the vendor, one or more to the stores 
department for receiving, etc., a copy to the de- 
partment concerned, and two or more copies to 
remain in the purchase office to be filed alphabet- 
ically, and numerically, as a cross index. An ad- 
ditional copy is made in our institution and these 
copies are sent to the superintendent’s desk, .in- 
forming that person daily of all expenditures. 


It is frequently asked, should returned quota- 
tions, after awarding, be shown to competitors. 


In a public institution this must be done, of course, 
but in a private institution, this is entirely a dis- 
cretionary matter to be handled in each individual 
case, but, ordinarily, there is little to be gained 
in such a procedure. 


Loss Through Returned Merchandise 


One of the several advantages to the “bid basis” 
for purchasing is that more thought is given to 
the item and its usage. A short time ago, there 
was a statement made by the president of a large 
hospital supply house, that his merchandise could 
be sold for five per cent less were it not for the 
expense item in his operating costs due to the 
large amount of returned merchandise. This is 
indeed an economic loss and we should all give this 
matter of returning merchandise serious thought. 
Of course, there will always be mistakes made 
on both the part of the buyer and the vendor, but 
the re-handling causes depreciation to merchan- 
dise, a loss the careful buyer must suffer along 
with the person who buys and orders without due 
consideration to the items being purchased. And 
may I add, that a portion of the blame for the re- 
turning of merchandise may be placed in the lap 
of some representatives, who in their anxiety to 
get an order, may overload the purchaser or sell 
something that is entirely unusable in the par- 
ticular institution. So that the bid system of pur- 
chasing with specifications does lend to careful 
buying and avoidance of the “here today and gone 
tomorrow” high pressure salesman. 


As a final remark—the immediate future due to 
war conditions, will require unusually careful pur- 
chasing procedure. 





Charles A. 


Charles A. Wordell, for the past twelve years 
manager of St. Luke’s Hospital, Chicago, resigns, 
effective September 1, to accept the position of 
administrator of the Hospital for Children, San 
Francisco, California. He succeeds J. V. Buck, 
who has been superintendent of Children’s since 
1937. 


Mr. Wordell has spent his entire professional 
life in the hospital field. He entered the service of 
St. Luke’s Hospital in 1911 as chief clerk and was 
appointed assistant superintendent in 1915. In 
1921 he resigned to become director of St. Luke’s 
Hospital in Denver, where he remained eight 
years. In 1929, he was called back to St. Luke’s, 
Chicago, to become manager of that institution. 


With thirty years’ experience in the hospital 
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Wordell 


field, Mr. Wordell will bring to Children’s the de- 
sired qualifications, personal, professional, and ad- 
ministrative, of a seasoned, successful adminis- 
trator. 


Mr. Wordell has been a member of the Ameri- 
can Hospital Association for the past twenty 
years. He was one of the leaders in the hospital 
field to join in organizing the American College 
of Hospital Administrators. He is a charter mem- 
ber, and was president of the College in 1934. He 
has been executive secretary of the Colorado and 
Illinois Hospital Associations and president of the 
Chicago Hospital Council. 


He will take over the duties of his new office 
September 10. 


HOSPITALS 





Ons = OG FR FOU SS 


7 


= RR DO CO meet DO DOD O&O 


Responsibility of the Hospital in Program 
of Preventive Medicine 


CHARLES J. W. BECKWITH, M.D., D.P.H. 


O SUGGEST that the modern hospital should 
accept responsibilities other than those asso- 


ciated with the diagnosis and cure of illness. 


may, on first thought, appear presumptuous. If 
the results of accepting responsibilities in a pro- 
gram of preventive medicine were questionable 
from the standpoint of the hospital, then this dis- 
cussion would be of small value. Trial and ex- 
perience have shown conclusively that hospitals 
not only benefit directly in improved efficiency of 
operation but also reduce the possibility of in- 
roads into their financial standing through avoid- 
ing unnecessary illness among their personnel. 
Nor is this the least of the benefits, for the intan- 
gible effect, albeit the greatest, of saving health, is 
undoubtedly the most lasting and important re- 
sult. 


Maintaining Health at High Levels 


Approximately sixty years ago, bacteriology be- 
came recognized as a science, and preventive medi- 
cine, previously ephemeral in its existence and 
effort, began its development into a recognized 
branch of medicine. In its earliest days, its work 
was entirely confined toward improving the en- 
vironmental condition of the poor. As the poor 
depended on charity, so did such prevention of dis- 
ease as could be practiced considering the knowl- 
edge at that time. As a result of these early ef- 
forts, there is still a tendency to regard the prac- 
tice of preventive medicine as being restricted to 
the same circumstances. While this is true inso- 
far as the lower bracket incomes are most prone 
to illness, nevertheless, it is generally acknowl- 
edged today that health is a birthright; that 
health is a tangible, valuable asset belonging to 
each individual, rich or poor, regardless of race, 
color, or creed, and further, that it is in the inter- 
ests of the community and the state to maintain 
health at a high level. The practice of the pre- 
cepts of prevention of disease depends on a public 
educated to the fact that much illness is preventa- 
ble. If public opinion were prepared to accept 
what is known of preventive measures, or if or- 
ganization in communities were such that known 
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measures could be made available to the public, 
much unnecessary illness and its sequelae would 
be averted; many lives would be saved and money, 
at present applied to the cure of avoidable illness, 
could be expended on the more important function. 
of maintaining health. 


The Teaching Function of the Hospital 


The hospital, as an:organized unit in a com- 
munity devoted to “healing the sick,” can be a 
very potent factor in developing this public opin- 
ion through teaching and by example. If a com- 
munity-wide program could be undertaken by a 
hospital in addition to its other heavy responsi- 
bilities, a great advance would be achieved. The 
inability to undertake such responsibilities on this 
basis only accentuates the necessity for a pro- 
gram in preventive medicine within the narrower 
confines of its own walls. Here is a responsibility 
which must be faced and accepted, for without it 
a hospital is not true to itself nor to its tradition, 
the relief of human suffering. 


To resolve this discussion, we will examine the 
hospital’s responsibility in a program of preven- 
tive medicine with reference to (a) its patients, 
(b) its staff or personnel. 


The Hospital’s Responsibility to Its Patients 


The responsibility of a hospital to its patients 
begins primarily with environment, that is to pro- 
vide the best facilities for quick recovery from 
“illIness,”’ whether it be pathological or physiolog- 
ical. This implies good and well-balanced nutri- 
tion, safe milk supply, safe water supply, a healthy 
personnel and a staff who is able to see beyond the 
immediate illness into the future life of the pa- 
tient and be able to give him information which 
is essential to the maintenance of health. It is 
a sad reflection on community lay leaders that 
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we still have to argue that elementary measures 
for the protection of health, such as pasteuriza- 
tion of milk and protection of surface water sup- 
plies by chlorination, should be present in every 
community. These procedures are not experimen- 
tal—the results to whole communities are such 
that their value is undisputed. Such quibbling 
gossip as continues concerning them has no more 
foundation than the token cures for sore throats 
which were familiar years ago. We can only feel 
pity when such conditions exist among the laity, 
but for trained personnel to countenance the use 
of raw milk in a hospital, even though the source 
of that milk be its own farm, is nothing short of 
a tragedy; for aside altogether from the potential 
danger to the patients, there is the more impor- 
tant point that a community center primarily in- 
terested in the restoration and maintenance of 
health, is not, through example, showing a com- 
munity one of the essential lessons in the main- 
tenance of health. 


Public Education in Health Preservation 


Health, per se, is becoming more appreciated on 
the part of the public through education. A most 
important factor in this educatoin is the distribu- 
tion of suitable literature to the patients at the 
time of their recovery. Hospital personnel with 
the proper perspective, can do much to further 


emphasize the importance of this literature by 
discussing healthy living with the patient. While 
literature is available on practically every pre- 
ventable disease, I wish to refer here particularly 
to the so-called letters published by the Division 
on Maternal and Child Hygiene of the Canadian 
Welfare Council. There is a series of six letters 
extending from the prenatal period through to 
the age of seventeen years. These letters do not 
deal with illness but with the maintenance of 
health; they urge medical observation while 
healthy and early medical attention when signs 
of approaching illness present themselves. The 
advisability of immunization is stressed, as is the 
importance of adequate nutrition. These so-called 
letters are a most valuable contribution to the 
prevention of disease and each hospital would be 
well advised, as a matter of routine, to place in 
the hands of all mothers the postnatal letters, 
with the advice that as the baby develops, further 
information may be obtained. I might add that 
the issuance of the prenatal letters is advisable 
just in case the recent mother should have further 
use for them. Another example of the importance 
of education by the nursing personnel lies in the 
relationship of the hospital staff to patients suf- 
fering with tuberculosis. In Nova Scotia, aside 
from the central Sanatorium at Kentville, beds 
are provided locally in tuberculosis units, which, 
although separate buildings, are the tuberculosis 
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wards of general hospitals. A very important task 
of the nurses in these units is to educate the pa- 
tients in the matter of healthy living and in the 
prevention of tuberculosis in the patient’s family. 
This education is slowly but surely disseminated 
throughout the community from which the patient 
comes. 


The hospital is and should be responsible for 
certain routine procedures on admission. These 
procedures are designed to procure certain funda- 
mental information with reference to the patients’ 
health and background. Statistical data are taken, 
a history and physical examination is necessary 
and certain laboratory procedures are required. 
Urinalysis is standard. To this I would add a 
Kahn Test as a routine procedure. Syphilis is a 
disease which can be present unknown to the in- 
dividual—it can also be congenital. In approxi- 
mately 15,000 hospital admissions in one district 
in Nova Scotia, Kahn tests were positive in from 
five to eight per cent of the patients. Many un- 
known cases of syphilis are so brought to atten- 
tion, and this is extremely important, since a 
course of treatment will help to control and pre- 
vent the further development of the disease. For 
those patients who have sputum, a routine exami- 
nation for tubercle bacilli should be done for rea- 
sons to be mentioned later. 


Hospital Personnel 


Occupational hazards is a phrase. which has a 
vital meaning in industry. Industrial hygiene is 
providing the solution. Occupational hazards in 
hospitals are not often thought of, but they do 
exist. Communicable disease is the greatest of 
these. Preventive medicine provides the answer. 


A hospital depends on its personnel for effi- 
ciency of operation. Reliable personnel is neces- 
sary not only in the moral and physical sense but 
also from the standpoint of what may be expected 
in emergency situations. One such situation is 
the appearance of communicable disease in the 
hospital wards. It is usually present for at least 
a day and in some instances several days before 
diagnosis is established, for its occurence is usu- 
ally coincidental with some other condition for 
which the patient has been admitted; neverthe- 
less, an emergency situation does exist. Is the 
hospital personnel equal to the test? Are they 
protected or is the hospital in the position where 
it must isolate contacts until the incubation period 
has passed and as a result perhaps seriously im- 
pair service? Protection is possible against this 
occupational hazard. 


Six Points in a Program for Prevention 
of Communicable Disease 


A program for the prevention of communicable 
diseases would be as follows: 
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1 Vaccination or re-vaccination against small- 
pox. 


2 Use of typhoid para a and b vaccine and re- 
inoculation at intervals. 


3 The definition of immunity status of each 
staff member in reference to scarlet fever and 
diphtheria, through the use of the Dick Test and 
Schick Test; such testing to be followed by im- 
munizatior of the susceptibles with scarlet fever 
toxin and diphtheria toxoid. A common fallacy 
is the belief that adults are immune to these dis- 
eases. Recent surveys of adult groups show sus- 
ceptibility far beyond what had been anticipated. 
In the case of scarlet fever, twenty-five to thirty 
per cent of the adult population are susceptible 
and in the case of diphtheria this runs as high as 
seventy to seventy-five per cent susceptible. 


4 X-ray of the chest for every member of the 
staff at the time of employment and at intervals 
of not more than one year following this, to rule 
out the presence of early tuberculosis. In the 
case of nursing schools, under graduates should 
be x-rayed every six months. 


5 A history inquiring into past experience with 
virus diseases, with special reference to measles 
and infantile paralysis; the reason is that virus 
diseases confer a life-long immunity. 


6 A routine Kahn test on all personnel. 


The above should apply to the nursing staff in 
all instances and be modified in the case of the 
domestic staff, which is usually not permanent in 
nature. 


Experience, a great and adamant teacher, has 
shown the necessity of such a program if effi- 
ciency of a hospital is to be maintained at a high 
level. 


Tuberculosis in Hospitals 


Just a word about tuberculosis in hospitals. 
This disease is without doubt our greatest occu- 
pational hazard. It is, as you know, communi- 
cable, but the incubation period is long, frequently 
months and even years. That tuberculous infec- 
tion is contracted during nursing training is ac- 
knowledged the world over. It is proved by the 
development of actual disease or by the occur- 
rence of a positive tuberculin reaction in those 
previously known to be negative. In one nursing 
School in my experience, the reaction rates were 
as follows: 


During the first year of training positive 
During the second year of training 70% positive 
During the third year of training 75% positive 


This reflects the presence of open or bacillary 
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tuberculosis in general hospitals and explains in 
a dramatic manner the high incidence of the dis- 
ease in their personnel.. Such a state of affairs 
does not occur in the nursing staff of the sanatoria 
where there is nothing but tuberculosis. How is 
this? Known tuberculosis is not dangerous be- 
cause protection can be afforded. Unknown tuber- 
culosis is dangerous for the reason that no pro- 
tection is practiced. 


Tuberculin testing and x-raying of hospital per- 
sonnel will indicate the status of these individuals 
but it does not protect them and the cause, the 
unknown case of tuberculosis in the wards, is still 
operative unless steps are taken with the patient 
body. No doubt need exist today as to whether 
a patient has tuberculosis. One or both of two 
methods may be employed... 


To x-ray or fluoroscope the chests of all patients 
on admission. This procedure will lead to the di- 
agnosis of early tuberculosis, frequently, and 
much suffering and illness for the patient will be 
avoided. With a small staff, however, there are 
limitations especially as so many admissions are 
for emergency procedures. This, however, does 


not detract from the essential value of the pro- 
cedure from the standpoint of preventive medi- 
cine, for it must be acknowledged openly and with- 
out fear of contradiction, that in the diagnosis of 
early pulmonary tuberculosis, the stethoscope is 


of no value. Important as is the early diagnosis 
of tuberculosis, it is rarely the source of tubercu- 
lous infection, for 90 per cent will not excrete tu- 
bercle bacilli. It is the bacillary case which is 
important and here the hospital can act with dis- 
patch and with certainty. Any patient admitted 
with cough and sputum, or with sputum only, 
must have it examined. A sputum positive for 
tubercle bacilli means a spreader of tuberculosis. 
If the hospital has not the facilities for such ex- 
amination, then the services of the Provincial Lab- 
oratory are at its disposal. Containers will be 
sent on request and the results.of the examination 
returned to the hospital. May I emphasize, how- 
ever, that a negative sputum does not rule out 
tuberculosis. Tuberculosis can be excluded only 
by the x-ray. A positive sputum, however, does 
mean the presence of a spreader of the disease, 
and, from the standpoint of the staff, this is most 
important. 


Preventive Medicine in the Nursing Curriculum 


It is quite amazing to find that relatively little 
time is devoted to teaching preventive medicine in 
nursing schools. Today the public is demanding 
protection to its health and yet our nursing 
schools are sending into all corners of the country 
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young women who have excellent knowledge of 
how to nurse illness but scanty if any knowledge 
as to how to keep well. The influence of a gradu- 
ate nurse in a community is great for good or for 
ill, and careless statements are sometimes made 
which impair the development of a program. It 


becomes the responsibility of nursing schools to ~ 


see to it that at least the essentials of prevention 
of disease are taught. Some will say there is a 
special course for the public health nurse after 
she graduates. This is quite true, but preventive 
medicine is a corollary of clinical medicine, both 
march side by side toward the common objective 
of improved community health. This picture must 
be borne in mind to fully realize the responsibility 
of a hospital in the program of preventive medi- 


cine. 


The Minimum Responsibility of the Hospital 


I consider the foregoing the minimum respon- 
sibility for hospitals in a program of preventive 
medicine. There is this to be said about it. The 
program cannot be achieved without considerable 
organization and care. It becomes useless unless 
it is maintained one hundred per cent, for any 
loophole constitutes a threat to the barriers which 
have been erected to prevent disease. It must also 
be emphasized that preventive medicine is rarely 
spectacular in its results. We who deal with it 
daily, become inured to the fact that accomplish- 
ments can only be viewed in retrospect—against 
the cold background of statistics—but results 
achieved are a lasting contribution to human wel- 
fare, which fact compensates for the absence of 
the spectacular. 





Dr. Robin C. Buerki Appointed Member of 
Medical Advisory Board of the 
Office of Civilian Defense 


Dr. Robin C. Buerki, who recently resigned as 
superintendent of the Wisconsin General Hospi- 
tal, Madison, Wisconsin, to become dean of the 
Graduate School of Medicine and director of Hos- 
pitals of the University of Pennsylvania, Phila- 
delphia, effective October 1, has been appointed a 
member of the Medical Advisory Board of the 
Office of Civilian Defense. This important as- 
signment is recognition of Doctor Buerki’s fine 
qualifications for service. 


Doctor Buerki’s long service in the hospital 
field, his close association with medical education 
and other medical activities, his sound judgment 
and intimate acquaintance with the problems of 
first consideration to the Medical Advisory Board, 
especially fit him for this important service. 


Doctor Buerki was president of the American 
Hospital Association in 1936 and is now chairman 
of the Council on Professional Practice. 


John Sealy Hospital to Build New Unit 


The Sealy and Smith Foundation of the John 
Sealy Hospital, Galveston, Texas, has authorized 
Samuel Hannaford & Sons, architects of Cincin- 
nati, Ohio, to prepare drawings and specifications 
for a new 100-bed private patient unit to be known 
as the R. Waverly Smith Memorial Pavilion. This 
unit will cost approximately $600,000. Dr. Lucius 
R. Wilson, superintendent of the Hospital of the 
Protestant Episcopal Church of Philadelphia, 
Pennsylvania, will serve as hospital consultant on 
the new project. 
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Dr. Charles F. Wilinsky Is Recipient of 
Honorary Degree of Master of Arts 
from Harvard University 


Harvard University recognized one of the coun- 
try’s prominent hospital administrators by con- 
ferring the degree of master of arts on Dr. Charles 
F. Wilinsky, executive director of Beth Israel Hos- 
pital, Boston, Massachusetts, and deputy commis- 
sioner of the Boston Health Department in charge 
of child hygiene and health units. This citation 
reads, “Physician, hospital administrator, public 
health official; the welfare of Greater Boston has 
benefited by his industry and imagination.” 


Doctor Wilinsky was one of the five prominent 
hospital administrators who received recognition 
by having conferred upon them honorary aca- 
demic degrees. 


Br. Clyde DeWitt Frost 


Dr. Clyde DeWitt Frost, director of the Union 
Memorial Hospital, Baltimore, Maryland, died on 
July 5 after an illness of many months. 


Doctor Frost was a graduate of Wesleyan Uni- 
versity, received his Doctor of Medicine degree at 
Western Reserve and interned at Lakeside Hospi- 
tal, Cleveland. He was assistant director of Lake- 
side Hospital and in charge of its clinics, associate 
for medical services of the Julius Rosenwald Fund, 
during which time he was consultant in the open- 
ing of the Bauernschmidt Building of the Union 
Memorial Hospital, and became director of the 
Union Memorial Hospital in January, 1933. Doc- 
tor Frost was president of the Hospital Confer- 
ence of Baltimore and secretary of the Associated 
Hospital Service of Baltimore. 
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Self Study and Personal Development 


CLARENCE G. SALSBURY, M.D., F.A.C.S., F.A.C.H.A. 


edge and such a combination of personal 

qualities as those required to make a good 
hospital executive. A hospital administrator must 
have an intimate knowledge of building construc- 
tion, repair, and maintenance. He must have more 
than a speaking acquaintance with such subjects 
as power plant operation, water supply, air con- 
ditioning, refrigeration, laundry operation, plumb- 
ing and general plant maintenance. 


Fis professions demand such varied knowl- 


Then, too, he must be a financial wizard—able 
to make one dollar do the work of three or four. 
He must have a wide knowledge of costs and pur- 
chasing and the merits of many types of mer- 
chandise. 


If an administrator serves as medical director 
as well as superintendent, his general medical 
knowledge must at least be on a par with the best 
men on his resident and visiting staff. He must 
be entirely conversant with the administration 
and problems of nurses training and the securing 
of efficient nursing care for his patients. He must 
be able to handle his employees in such a manner 
that they will be sold on his program and work 
tooth and nail for it. 


The successful administrator must be the equal 
of an up and coming secretary of the Chamber 
of Commerce—skillful in developing favorable 
public relations and securing the most desirable 
publicity for his institution. Last and most im- 
portant, he must be honest and straight forward 
yet kindly sympathetic and understanding in his 
dealings with those who come to him for care. 


The Development of the Hospital Administrator 


How is this superman to attain this stature? 
It is paradoxical that for many years great stress 
has been laid on raising the standards of medi- 
cine and of hospital practice, yet until recently 
ho serious attention was paid to the very man or 
woman to whom we must look for raising and 
maintaining the best standards for the care of the 
sick and injured. Now, however, the picture is 
rapidly changing. We hear encouraging reports 
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of institutes for hospital administrators, univer- 
sity courses, and apprenticeships in hospital ad- 
ministration. These are all most helpful, com- 
mendable, and worthy of our heartiest support. 
However, there are many administrators who 
cannot take advantage of these splendid oppor- 
tunities, who must still be the captains of their 
own fate, for these there are various means pro- 
vided by which they can keep abreast with the 
new hospital developments. 


Attendance at state, regional, and national as- 
sociation meetings is time and money well spent. 
It keeps you abreast of the times, lets you know 
how the other fellow handles problems similar to 
yours. It gives you a chance to secure the ad- 
vice and help of the leaders in your profession. 
In the fine commercial exhibits you see the latest 
developments in hospital equipment. All this is 
an education in itself. 


Every superintendent should frequently get his 
nose off the grindstone and visit other hospitals. 
This will give him clues for better ways to handle 
many of his own procedures. It shows him that 
other people have the same headaches and worries 
that he has. 


The Values of Reading 


Then there are excellent reading materials 
easily available on every phase of hospital admin- 
istration. Hospital periodicals, bulletins, and man- 
uals all contain most valuable information. There 
are splendid books such as those written by Dr. 
Malcolm T. MacEachern, which provide inspira- 
tion and guidance to the hospital executive, and 
the American Hospital Association offer a package 
library service that covers every nook and corner 
of hospital administration. 


Keep out of ruts! They are the ruination of 
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many a potentially good executive. Be constantly 
on the alert to see where changes and alterations 
can be made that will improve your service. Never 
let your institution become static or stale. When 
you can see no improvements to be made in your 
hospital your usefulness is ended. Search dili- 
gently for new ways to serve your community. 
Let your institution be the clearing house for the 
distribution of the most reliable information on 
matters pertaining to the preservation and res- 
toration of health. 


Department Head Conferences 


Hold frequent meetings with all your depart- 
ments heads to keep them informed and inter- 
ested in your program. Special clinics and con- 
ferences held at your hospital with recognized 
leaders taking part in the program are helpful in 
many ways. They give your patients the benefit 
of expert advice or surgery. They enhance the 
standing of your hospital in the community. It 
is stimulating to your medical and surgical staff, 
and it creates a more favorable interest in the 
hospital. 


No matter how imposing the structure or how 
elaborate its equipment the hospital remains a 
dead inanimate thing until it is brought to life 
by one of those strange mixtures of business ex- 
ecutive, fatherly sympathetic counselor, financier, 
and mechanical wizard known as a good hospital 
administrator. 


Well, after all his technical experience and 
background has been gained either by attending 


institutes or refresher courses or in the schoo! of 
experience, he will if he is honest with himself 
realize that many of the elements necessary for 
success may be latent or poorly developed in his 
own heart and mind. Budget and finance are cold 
and austere, but he must clothe them with sym- 
pathy, kindness, and understanding. 


The Personal Equation 


All who come to us for care are not normal, nor 
are the relatives who come with them. Injury, 
illness, or misfortune has come to them. They 
are wrought up and disturbed. These are the cir- 
cumstances that help us to develop to the fullest 
extent those qualities of patience, sympathy, and 
kindness that have made some hospital superin- 
tendents immortal. 


Then, too, we can greatly increase our value 
as executives by showing a cooperative, friendly, 
and understanding attitude toward our employees, 
expressing our appreciation for loyal faithful 
service, and stimulating them to give their very 
best to the institution. 


If we all took advantage of the various aids 
for professional improvement that are ours for 
the asking; if we frequently took stock of our per- 
sonalities and attitudes; if we critically appraised 
the routines to which we have become so accus- 
tomed; if we kept our eyes open -to improved 
methods developed by our confreres—we should 
find ourselves a much more efficient group of hos- 
pital administrators. 
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Sydney Lamb Carries On 


The office of the Merseyside Hospitals Council, 
Liverpool, has been bombed, so Dr. Malcolm T. 
MacEachern, member of the Editorial Council of 
HOSPITALS, deduces from a censored letter re- 
cently received from England. Details are lack- 
ing, but the writer of the letter states that “busi- 
ness is proceeding as usual” under the direction of 
Sydney Lamb, Secretary of the Council. 


Many hospital administrators of the United 
States who met Mr. Lamb during his extended 
tour of this country and Canada in 1934, have 
most pleasant memories of their talks with the 
well-known British hospital authority. To him 
and his organization, and the other courageous 
hospital workers in embattled lands, the hospital 
profession of America extends sympathy for the 
hardships under which they must work, and ex- 
presses admiration for their intrepid spirit, which 
enables them to carry on “business as usual.” 
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How Should Radium Be Protected 
in Wartime? 


Radium itself is not destroyed by bombing, but 
the container itself may easily be destroyed and 
the radium scattered in all directions. 


For this reason its protection against bombs 
becomes much more than a matter of the invest- 
ment involved. If scattered by a bomb it might 
find its way into cooking or drinking water, or, if 
it were heated, it would immediately act on the 
body. 


It is, therefore, advisable that a safe bomb-proof 
repository be arranged for it and that it be stored 
there continuously except when in actual use. 


The use of the radon emanations is becoming 
more and more prevalent and arrangements can 
be made for their collection in the vault. Their 
use is subject to much less hazard as they retain 
their potency for only a short period, losing about 
one-half in the first 72 hours. Their scattering 
about would not create any material danger. 
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Hospitals and Hospital Service Plans 


H. THEODORE SORG 


arresting article entitled “The Hospital in the 
Hospital Service Plan,” presenting forcefully 
the hospital administrator’s viewpoint. 


One must concede the difficulty under which 
the hospital superintendent functions and sympa- 
thize with his desire to increase the hospital’s 
revenue. He has the immediate burden of at- 
tempting to maintain a balanced budget, without 
always having the corresponding authority to de- 
termine the amount of free service or part free 
service to be rendered by the hospital. 


Nevertheless, the fact that many hospitals labor 
under exceedingly difficult financial conditions 
must not result in a loss of perspective, particu- 
larly so far as concerns the relationship between 
hospitals and hospital service plans. Considera- 
tion of some of the “problems” raised in the ar- 
ticle, from a different viewpoint, may be helpful: 


Te June issue of HOSPITALS contains an 


Relationship Between Hospital and Plan 


The article states: 


“There is one fundamental question that 
should be before every hospital trustee and 
administrator throughout this land: Is the 
hospital service plan an agent of the hospital 
or is the hospital an agent of the service 
plan?” 


The fundamental principle involves neither of 
these two alternatives. The hospital is not an 
agent of the hospital service plan nor is the plan 
an agent of the hospital. 


The fundamental principle upon which the suc- 
cess of both hospital and hospital service plan is 
predicated is that both are servants of the public; 
that they must work in cooperation to serve their 
master, the public; that neither operates on a 
profit making basis; and that their continued ex- 
istence is justified only by the rendition of effec- 
tive service at minimum cost consistent with 
sound administration. One could destroy existing 
hospitals—it is happening in Europe—but the 
public would replace them. If, however, the con- 
fidence of the public in the hospitals were de- 
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stroyed, the hospitals themselves in their present 
form would cease to exist. Thus the misconcep- 
tion of the hospital’s position in the following 
statement in the quoted article: 


“There are too many hospital administra- 
tors, as well as trustees, who are content to 
sit back and let someone else develop a sys- 
tem for the sale of. their services,” etc. 


No charitable hospital, and certainly no trus- 
tee, engages in the sale of services. The hospital, 
not individuals, is the instrumentality through 
which the public functions in rendering hospital 
care. 


The hospital service plan is simply another in- 
strumentality to meet a public need and is like- 
wise dependent for its existence upon continued 
confidence of the public. If hospitals and hospital 
plans forfeit the confidence of the public, other 
instrumentalities will be substituted by the public. 
That this “substitute” might be in form of Gov- 
ernmental paternalism is a possibility not so re- 
mote as may be supposed. 


Growth of Hospital Plans 


Hospital plans have met with unanticipated 
public response, as evidenced by the more than 
seven million subscribers and dependents enrolled 
in approximately 70 plans now functioning. 


This growth of hospital service plans is un- 
doubtedly attributable in the first instance to the 
support and cooperation of the hospitals. The 
second and equally important factor in such 
growth is the public conviction that hospitals and 
hospital plans complement each other, and to- 
gether render useful service. It is a gratifying 
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fact that there are still millions of Americans who 
prefer the self sustaining cooperative method of 
providing for unexpected and unanticipated hos- 
pitalization. 


Safeguarding Hospital Plans 


The above mentioned article states: 


“In the majority of communities the local 
hospitals have underwritten the plans, pro- 
viding a guarantee of service to the sub- 
scriber which has safeguarded the plans.” 


In the legal sense, that statement may be mis- 
leading. With possibly one or two apparent ex- 
ceptions, hospitals do not obligate themselves to 
render services to plan subscribers regardless of 
payment. In the moral sense, however, it is un- 
questionably correct that hospitals have “backed 
up” the plans even in the exceptional instances 
where it was necessary for the hospital tempo- 
rarily to waive part of its compensation because 
of too rapid growth on unsound basis of an indi- 
vidual plan. The hospitals had no other choice. 
For the public upon which the hospitals depend 
for their existence is the same public that has 
brought the hospital service plans into being, and 
that public was determined that the hospital plan 
movement must not fail because of some inciden- 
tal misstep. 


In this connection, too much cannot be said in 
favor of development of uniform standards by the 
American Hospital Association. While it is true 
that one or two of the earliest plans already had 
such standards in effect, the American Hospital 
Association was quick to realize the need for ap- 
plying and enforcing them generally and has done 
and is doing remarkable work in this respect. It 
is easy to forget that the whole idea of multiple- 
hospital plan service is only ten years old. The 
fact that as a whole the plans have established 
and maintained a sound financial program speaks 
well for the time and thought expended upon them 
by public minded citizens who constitute their 
Boards of Trustees. 


Control of Hospital Plans 


The statement in the quoted article that “hos- 
pitals must control hospital service plans” needs 
considerable clarification. If it means that the 
hospitals, as such, must operate or control the 
plans, the obvious answer, of course, is that hos- 
pitals themselves operate through their boards 
of trustees. If, therefore, it is intended that these 
same public minded citizens who, as trustees, op- 
erate the hospitals should also be in control of 
hospital plans, the complete answer is that they 
already are in substantial control. In certain of 
the larger plans at least, trustees of hospitals con- 
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stitute, and by law are required to constitute, the 
majority membership of the board of trustees, 
The remaining plan trustees usually are doctors, 
hospital administrators and a sprinkling of public 
citizens interested in any project promoting the 
welfare of the public. That is as should be and 
the best proof thereof is that this combination is 
successfully operating the plans. 


Compensation for Hospital Care 


The basic question between hospital and hos- 
pital plan is the amount and scope of payment 
for hospital care of plan patients. That hospitals 
should receive adequate payment cannot be de- 
bated. What constitutes adequate payment? 


The hospital, like the plan, is a nonprofit organi- 
zation. Consequently, the “adequate payment” it 
receives should not be more than the cost of ren- 
dering hospital care to service plan patients. The 
same public that ultimately controls both hospital 
and plan will not consent to any higher subscrip- 
tion payment than reasonably suffices to operate 
the plan and pay for hospital care on a nonprofit 
basis. Thus, in at least one plan, more than 85 
cents of every dollar paid by the subscriber is 
available for hospital care and 99 per cent of all 
hospital claims presented the past year were al- 
lowed as coverable under the plan contract. 


Hospital Costs 


Inasmuch as hospital costs are not static but 
fluctuate with changing conditions, it is evident 
that there can be no amount stipulated which for 
all time will suffice adequately and reasonably to 
compensate for the hospital services rendered. 
Moreover, the cost of rendering such services dif- 
fers in various areas as well as between hospitals 
in the same area. Obviously, in computing such 
costs, every proper factor, including a reasonable 
allowance for depreciation or replacement, should 
be taken into consideration. 


However, there is a vital distinction between 
hospital “charges” and hospital “costs.” While 
this would seem elementary, the fact is that re- 
peatedly the terms are used as though synony- 
mous. They are not usually so when applied to 
semi-private or private hospital care. Thus the 
amount paid by a plan to a hospital over a given 
period of time may equal the cost of such serv- 
ices even though less than what the hospital’s 
“charges” would have been if the same facilities 
had been fully utilized by other than plan patients. 


In computing the cost of hospital services to 
plan patients, the suggestion sometimes is made 
that the whole cost of operating the hospital 
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should be taken into consideration, including the 
free care of indigent patients. However, the hos- 
pital plan is not a substitute for or an auxiliary of 
the community chest for paying for indigent care. 
The cost of indigent care properly belongs to the 
entire public—not to a fractional group willing to 
form a pool to pay for its own hospitalization. If 
part or all of the public is not willing to contribute 
for indigent care as a voluntary charity, the Gov- 
ernment must provide it through taxation. Sooner 
or later that is going to occur on a far wider scale 
than obtains today. Again, in such cost, there 
should not be included losses resulting from un- 
collectible charges against other than plan pa- 


tients. 


One of the keenest hospital executives, who re- 
peatedly has stated that hospital plans should 
increase their payments to hospitals, frankly ad- 
mitted that if his particular hospital handled only 
hospital plan patients, without free or part free 


















care to indigents, and without losses for non- 
payment of bills, the amount now paid by the plan 
would amply suffice. 


The only fair basis of cooperation between hos- 
pital and hospital service plan is that the amount 
and scope of payment should always be open to 
reconsideration. There need be no competition 
nor conflict of interest between hospital and plan. 
Neither should there be invidious comparison be- 
cause the hospital has a deficit and the plan a 
surplus. Obviously, there is no comparison since 
the hospital is designed also to render free service 
to indigents, whereas the plan is limited to its 
self-sustaining subscribers and dependents. 


So long as both hospital and hospital plan main- 
tain the attitude that each exists in its separate 
field solely to meet a public need and that the 
question of adequate payment for hospital care is 
never finally settled, no insurmountable problem 
need arise. 





American College of Surgeons to Hold 
Clinical Congress in Boston 


The thirty-first annual Clinical Congress of the 
American College of Surgeons will be held in Bos- 
ton, November 3 to 7, with headquarters at the 
Statler and Copley-Plaza hotels. The twenty- 
fourth annual Hospital Standardization Confer- 
ence sponsored by the College will be held con- 
currently. About five thousand surgeons and hos- 
pital executives from all parts of the western 
hemisphere are expected to gather in Boston for 
these meetings, the program for which will in- 
clude clinics and demonstrations in local hospitals 
and medical schools, as well as scientific sessions, 
conferences, medical motion picture showings and 
exhibits in the headquarters hotels. 


The chairman of the Board of Regents of the 
American College of Surgeons is Dr. Irvin Abell 
of Louisville and the president is Dr. Evarts A. 
Graham of St. Louis. The president-elect is Dr. 
W. Edward Gallie of Toronto, who will be inaugu- 
rated at the presidential meeting and convocation 
to be held the evening of November 3 in Sym- 
phony Hall, when several hundred initiates will 
be received into the fellowship of the College. In 
charge of local arrangements for the Clinical Con- 
gress is a committee of Boston surgeons headed 
by Dr. Leland S. McKittrick, chairman, and Dr. 
Richard H. Sweet, ‘secretary. 


Headquarters of the American College of Sur- 
geons, which has a fellowship of more than 13,000 
Surgeons, are at 40 East Erie Street in Chicago. 
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The associate directors are Dr. Bowman C. Crow- 
ell, who heads the Department of Clinical Re- 
search, and Dr. Malcolm T. MacEachern, chairman 
of the Administrative ‘Board and in charge of hos- 
pital activities. 


A Nursing Education Program in Colorado 


The Colorado State College of Education at 
Greeley announces the transfer of the Nursing 
Education program in the Division of Education, 
to the University of Colorado with the opening 
of the academic year, 1941-1942. 


The history of the nursing education program 
began with the College administration meeting a 
request from the Committee on Education of the 
Colorado State League of Nursing Education to 
offer special classes in the teacher preparation of 
registered nurses engaged in teaching in the 
school of nursing and the hospital clinical services. 
The administration obtained Carolyn E. Gray, 
then a part-time instructor in Nursing Education, 
Teachers College, Columbia University, where the 
first teacher preparation program for graduate 
nurses was established in the United States in 
1900. Miss Gray conducted the classes in the 
summer sessions in Greeley, 1927, 1928, and 1929. 
The program was then expanded to a full time 
one of June 3, 1930, and Phoebe M. Kandel was 
appointed Professor of Nursing Education. In 
1934, when the departments were organized into 
divisions, nursing education was placed in the 
Division of Education. 
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Health Service for Nurses and Other Personnel 


SISTER M. LIGUORI 


of the health of the entire community com- 

prise the main objectives of every hospital, 
and our policies should exemplify a comprehen- 
sive effort to attain that goal. The omission of 
an employee health program would indicate a fail- 
ure, at least in part, of our aim to promote to 
the maximum the welfare of the patients and all 
others coming under our influence. Such lack of 
provision would also demonstrate a weakness in 
our personnel policy. However, many of us will 
have to admit that we have thought of this obli- 
gation and opportunity for a more complete exer- 
cise of our functions only during recent years. 
Someone has said, that we were so busy taking 
care of the patient that we forget our personnel. 
And yet, the inclusion of a health program would 
contribute directly and indirectly to the more effi- 
cient care of the patient, as each employee has 
a function in that care. 


Ts: conservation, promotion, and restoration 


The question may come to mind as to how em- 
ployees react to a health program. They react 
favorably, particularly under the working of a 
comprehensive plan, and in practically every in- 
stance show an active interest and a spirit of co- 
operation. Such a plan will contribute materially 
to the existence of a happy personnel relation- 
ship. It might be added, that the interest and 
cooperation of the employee presupposes a like 
interest and collaboration on the part of the med- 
ical staff, the administration, and all those oc- 
cupying supervisory positions. 


Where the Health Program Should Begin 


Where should the program begin, who should 
direct it, and what should be its extent? A health 
plan should be started in the classroom of every 
student acquiring training within the institution, 
regardless of the hospital duty for which the stu- 
dent is preparing. This student presentation is 
especially important for our nursing group, as 
every nurse should be a health teacher. The 
nursing profession is not only devoted to min- 
istering to the sick and injured, but plays a major 
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role in educational work in the field of public 
health. 


It is of course granted that the inculcation of 
sound personnel health habits as a part of daily 
life must be a basic detail in the training of the 
student nurse. This prepares the nurse for the 
particular duty she must discharge in the general 
health program and fits her to be the guardian 
of health in her round of duty, alert to any con- 
dition of hazard. Likewise, for all student per- 
sonnel the health program begins in the class- 
room. For the new employee, it starts with his 
application for employment, when he is advised 
that in accordance with the objectives of the hos- 
pital, for the interests of the patient, his co-work- 
ers and himself, a physical examination is re- 
quired. For the employee in service, the program 
is continuous. 


As to who should direct the program, that will 
depend upon the character and size of the par- 
ticular institution. It might be the duty of the 
medical director, the personnel director, where 
these positions exist, the director of nursing or, 
in the smaller hospital, the administrator, who 
is a veritable combination of duties and functions. 


The Extent of the Health Program 


The extent of the program may again vary 
with the type and requirements of the specific hos- 
pital, but it is of primary importance for all. For 
example, the administration of the small hospital 
cannot decide that its community and hospital are 
so small, and the personnel so well known, that 
a health program is unnecessary. We may know 
our employees in common acceptation of that 
term, but do we know them physically, so to 
speak? Do we know that they can perform their 
tasks with safety to themselves and others, and 
that over a period of time? We can hardly glean 
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this assurance from the size of our hospital or 
the area of the community we serve. 


The Pre-employment Physical Examination 


A pre-employment physical examination can be 
regarded as a fundamental requirement. The 
question as to who should perform this examina- 
tion brings up the matter of staff participation. 
The interest and cooperation of the staff is an 
essential factor for the growth and success of 
any health plan, and should be sought in every 
phase of the program. The physical examination 
may be assigned to the resident staff, where there 
is one, working under the supervision of the senior 
staff. Where a resident staff is not maintained, 
the task may be assumed by certain members of 
the active or visiting staffs. Experience has 
shown that it is well to afford the employee a 
choice of physicians, particularly in the case of 
a graduate nursing staff. Arrangements as to the 
times and places where such examinations can 
be made are easily worked out, but we will do well 
to keep in mind that the plan must be definite in 
its provisions. Whatever line we follow the aim 
should be to avoid placing too much burden upon 
a few busy doctors who might be named as ex- 
aminers. This is an important consideration, as 
the average staff member carries a heavy sched- 
ule, subject to increasing demands. 


Laboratory Studies 


In addition to the pre-employment physical ex- 
amination, certain routine laboratory studies may 
be added, such as stool culture, throat cultures, 
and serology. In the case of our nursery and 
kitchen personnel, the throat and stool cultures 
are important, and should be repeated at given in- 
tervals. Tuberculin tests with x-ray follow up 
in the case of reactions have proven of real value. 


In the event that the hospital is not equipped 
to do serology and parasitology, as is sometimes 
the case with small institutions, it is normally 
possible to have this work done by the public 
health laboratory. In some localities the tuber- 
culin tests may be provided in this manner, par- 
ticularly in the case of our food handlers. In 
fact, we can feel reasonably assured that every 
cooperation will be extended to the hospital in its 
attempt to provide such public health protection. 
It is well to remember that any outlay of time 
or money devoted to the execution of an employee 
health program is a good investment. 


Upper respiratory infections are a major abuse 
of illness and absence from duty, and a condition 
which should be carefully watched throughout the 
hospital. These cases should receive medical at- 
tention and the physician’s orders determine 
Whether or not the person shall remain on or off 
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duty, or when he shall return. Some institutions 
have adopted the routine of making cold vaccines 
available, either gratis or at cost, and report that 
this plan has reduced this illness and its conse- 
quent time off duty. In this connection, it is also 
of advantage to give an occasional check on the 
technic employed by the nursing staff in the care 
of pneumonia, influenza, and upper respiratory 
cases, with the thought of the nurses’ protection 
and that of other hospital personnel. 


Immunization 


Our original plan may be amplified to meet ex- 
isting and arising needs and made to include im- 
munization for typhoid fever, smallpox, or other 
diseases as indicated. The periodical check-up 
may vary in the different units. For example, 
studies indicate that our x-ray technicians should 
have blood counts and hemoglobin tests repeated 
at six month intervals, to assure that too much 
stray radiation is not being absorbed. Among 
our kitchen personnel it has been found advisable 
to repeat tests at more frequent intervals. 


Vacation and Sick Leave 


The annual vacation is common to almost all 
institutions and has justified its place in any per- 
sonnel policy. 


Provision for sick leave is becoming more 
prevalent and with good results. In some in- 
stances it has been indicated where sick leave is 
available, that employees are more apt to report 
illness at the onset and seek medical aid, thereby 
decreasing periods of absence and checking the 
spread of disease. The thought has been ex- 
pressed that the granting of sick leave may de- 
velop malingering, but as a rule the malingerer 
will show other tendencies disqualifying him for 
service. 


It is interesting to recall that the provisions 
of the annual vacation and sick leave were first 
tried and then adopted by industry and business. 
For both of the groups named as well as for the 
hospital these provisions prove effective as health 
measures and contribute to desirable employee re- 
lationships. 


Social Security 


It would also seem desirable that our employees 
enjoy the provisions of social security, and our 
cooperation in any plan which will make that pos- 
sible may well be considered a part of the health 
program. 


Where group insurance hospital] plans are avail- 
able we should encourage subscription and lend 
every effort on our part to make the plan more 
feasible. 
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General Considerations Complementing the 
Health Program 


There are other points surrounding employ- 
ment with us that may well be discussed as a 
unit of the health program. Meals served, whether 
as part of the salary, or otherwise,. should be 
planned with the thought of being attractive, pal- 
atable, and nourishing. The hospital day is a 
busy one in all departments and at times there is 
little desire to go to the dining room. However, 
if meals are well planned and served in reasonably 
pleasant surroundings, it will be more of an in- 
ducement to partake of them, with beneficial re- 
sults to health and morale. Set menus for the 
various days of the week may be a convenience to 
a few people in the house, but the majority would 
appreciate a surprise now and then. 


Where rooms are provided, thought should be 
given to the size of the room, the amount of venti- 
lation possible, furnishings, heating and other 
facilities. We cannot face a new day physically 
refreshed if our rest has been taken under un- 
favorable conditions, for sleep still holds sway as 
a great restorer. In referring to sleep there 
comes to mind the employees who must be “on 
call” for certain departmental night work. In 
planning hours for these people careful thought 
should be given to assure sufficient consecutive 
undisturbed periods for rest, and hours off duty 
that permit a reasonable recreation. 


Additional interest in the project may be se- 
cured by an occasional moving picture or lecture 
on matters allied to the health plan, such as the 
seasonal illnesses, disease prevention, nutrition, 
etc. Health bulletins may be made available as 
an educational feature of the program. The bet- 
ter our method in all its phases, the better pre- 
pared will our employees be to cooperate in the 
work of public health. 


The Employee Health Program as a Factor in 
Good Personnel Relations 


We have stated that an employee health pro- 
gram is a constructive factor in establishing good 
personnel relations. It also contributes to a bet- 
ter individual and group morale by reducing time 
off duty due to illness or unfitness for the particu- 
lar task. This reduction in lost time is of eco- 
nomic importance, as absence among the personnel 
proves expensive to us in decreased efficiency of 
patient service, a lack of maintenance and a re- 
duction in the life of equipment, and an increased 
payroll. 


Its Bearing in Public Relations 


An employee health program has a decided bear- 
ing in our public relations plan. We have devel- 
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oped public relations programs to which we have 
devoted much time, thought, effort and money in 
devising ways and means for the education of the 
public as to our functions in community life. We 
have used the press, the radio, and personal con- 
tact in an endeavor to make the people we serve 
health and hospital conscious. We have accom- 
plished much in this direction, but have we over- 
looked one of the main factors for its attainment? 
Have we considered our employees in this respect? 
Our personnel, whether we will it or not, interpret 
our institutions to the individual patient and to 
the public at large, a thought we may not have 
always seriously considered. If our employees see 
a practical and beneficial application of the prin- 
ciples we avow, they are then enthusiastic in in- 
terpreting our aims and objectives to others. The 
message which they bear will carry a certain con- 
viction to those who do not understand our func- 
tions or our problems, which is often lacking in 
some of our modes of approach. 


The Health Program and the National Defense 


At the present we are pledging ourselves, our 
institutions and their resources in full cooperation 
with the National Defense Program. That pro- 
gram will require many of our employees and may 
deplete our professional and nonprofessional 
groups to a degree as yet unknown. This condi- 
tion gives added impetus to the project of an ac- 
tive employee health plan based on general hos- 
pital needs and the particular requirements of our 
institution. 


In the inception and development of our health 
plan. we will do well to keep before us the aim of 
a comprehensive and constructive program, 
planned along the lines of an individual employee 
approach. The hospital should lend any assist- 
ance possible for the correction or improvement 
of unfavorable conditions disclosed by the health 
examinations. Frequently, a slight adjustment of 
duties or hours will solve a problem for an em- 
ployee and retain a valuable and interested mem- 
ber in our personnel group. We must also avoid 
the tendency to use the findings of the health pro- 
gram to settle unfavorable personnel relations in 
individual cases. Any imprudence on this point 
would not only undermine the confidence of the 
individual in such health measures, but would 
have an undesirable effect on the group morale. 


The health project will gradually grow, keep- 
ing pace with our general personnel educational 
plan and will hold a valued place in our organi- 
zation. It will aid us in the accomplishment of 
our declared objective of the conservation, pro- 
motion, and restoration of the health of the en- 
tire community; and it will render a merited 
service to a loyal group—the hospital personnel. 
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Volunteer Service in Hospitals 


MONNA E. POWER 


Magee Hospital have felt the need of a vol- 

unteer organization primarily intended for 
working services to supplement the women’s aux- 
iliary to the Board of Trustees. In May of 1940 
a small group of interested women met with Miss 
Jessie J. Turnbull, superintendent, for the purpose 
of organizing. Miss Turnbull discussed the need 
of the hospital for a service group and outlined 
some of the possible advantages to the hospital, 
the committee, and the worker. A chairman was 
appointed and a skeleton organization set up. We 
felt from the first we must build as a component 
part of the hospital and each step has been taken 
with that thought uppermost. The Constitution 
and By-Laws of the organization were drawn up 
during the summer months by the officer, to- 


Fs many years we at the Elizabeth Steel 


gether with the chairman of the various com- 
mittees: 


“The Volunteer Service Board of the Eliza- 
beth Steel Magee Hospital, desiring to enter 
into the larger life that comes from hearty 
cooperation in community welfare and gov- 
ernment, through unselfish service in helping 
others, do hereby adopt, in cooperation with 
the Women’s Auxiliary, the following consti- 
tution for a service organization, the name of 
this organization to be The Volunteer Service 
Board of the Elizabeth Steel Magee Hos- 
pital.” 


We have stressed from the beginning service, 
and its function to and for the hospital. We be- 
lieve an understanding of hospital problems and 
obligations will create a keener appreciation of 
the service the hospital renders to the community, 
establish a real sense of loyalty, and will give to 
the worker a feeling of personal achievement. 


Requirement for Membership 


The first requirement for membership is will- 
ingness to serve one-half day per week. Each ap- 
plicant must be proposed by two members, and her 
name submitted to the executive committee for 


—_—. 
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approval before being presented to the Board. She 
must purchase the particular smock that desig- 
nates her position in the hospital, and must also 
pay annual dues of $5.00. 


There are regular bimonthly meetings from 
September to May at which the chairman of each 
department gives a detailed report of the accom- 
plishment of her group.. This is followed by a talk 
concerning some phases of hospital work and its 
relation to the needs of the community. For ex- 
ample: The Elizabeth Steel Magee Hospital is one 
of the Medical Center Group, closely allied with 
the University of Pittsburgh—therefore, the first 
guest to be presented to the Volunteer Service 
Board was Dr. W. S. McEllroy, Dean of the School 
of Medicine. Doctor McEllroy gave a clear and 
convincing picture of the value of the five-year 
postgraduate plan to the entire Western Pennsyl- 
vania district, explaining the fact that approxi- 
mately 75 per cent of the physicians practicing 
in this district are products of undergraduate and 
postgraduate education secured in our local Uni- 
versity and its affiliated hospitals. 


Hospital Groups Represented on the Board 


At the present time the various groups repre- 
sented on the Board are: occupational therapy, 
clinic, library, flowers, hostess and gift shop. We 
find a variance of both progress and interest in 
these groups, but feel that for less than one year 
of growth we are going along nicely. 


Clinic Committee 


The Clinic chairman and her workers have cov- 
ered the nine clinics most of the time, faithfully 
and efficiently. They are liaison officers between 
the medical and social personnel of the clinic. It is 
their duty to register the patient, to collect a 
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minimum charge when possible, to direct new pa- 
tients to the social service department for inter- 
view and acceptance, to place revisit patients in 
their proper order of precedence, to remove the 
charts from the file and see that they are available 


for the medical staff. 
The Library Committee 


The present active work of the Library Com- 
mittee had an interesting origin. In searching for 
increased outlets for service one of us discovered 
the method of collecting and distributing current 
magazines to patients in use at the Rochester Gen- 
eral Hospital. This appeared to be a feasible plan 
and upon investigation we found that our surmise 
was correct. The plan itself is very simple. From 
the Superintendent of Mails we were able to secure 
each week representative selections of unclaimed 
magazines and periodicals for ward patients. With 
these magazines as a beginning, by solicitation 
from friends and others interested in educational 


therapy, we have been able to build up a respect- © 


able library, containing a sufficiently varied as- 
sortment of new and recent fiction and non-fiction 
to permit offering a selection which appeals to 
private as well as ward patients. This, we hope, 
will always be a “giving” rather than a “lending” 
library. 


The Flower Committee 


A troublesome administrative problem is that 
of reception, distribution, and arrangement of flow- 
ers. If this duty is left to the nursing and affil- 
iated personnel, it of necessity detracts from the 
quality of patient care; and frequently the 
aesthetic result, particularly in flower arrange- 
ment, is unsatisfactory. 


The Flower Committee consists of a group of 
approximately twenty girls selected by a chairman 
for their ability to artfully arrange and place flow- 
ers. This involves primarily the exercise of con- 
siderable tact in fitting the arrangements to the 
preference and personality of the patient. No 
service branch demands greater or more consci- 
entious attention. 


The Hostess Service 


The field of Hostess Service is large. It prop- 
erly includes direction of visitors to the various 
portions of the hospital, dissemination of informa- 
tion concerning visiting hours, and assisting in 
many and valuable ways during conventions and 
special conferences held at the hospital. 


Occupational Therapy 


At present the Occupational Therapy, due to 
small demand, is carried by the chairman. A pro- 
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jected idea is to develop, along with occupational! 
therapy, the current trend toward recreational 
therapy—working it out through the University 
School of Nursing. 


Gift Shop 






The Gift Shop, which opened October 1940, was 
organized by the Volunteer Service Board as one 
of its subdivisions for the dual purpose: (1) to 
give service to patients, guests and employees; 
and (2) to provide a fund with which to purchase 
additional equipment, fixtures and supplies, as 
the need arises, for the hospital. 


The personnel of the Shop consists of volun- 
teer workers, who are members of the Volunteer 
Service Board. Each worker reports to the Shop 
on her scheduled day. A paid worker is employed 
for every evening and on Sundays. 


The Gift Shop is open from 10:00 a. m. to 4:00 
p. m. and from 7:00 p. m. to 9:00 p. m. every day 
and on Sunday from 2:00 to 5:00 p.m. The Shop 
contains the following departments: 


1 Candy (assortment of packages of candy, gum, life- 
savers, mints, nuts) 


2 Cigars and cigarettes (leading and popular brands) 


8 Food and soft drinks (assortment of sandwiches, 
crackers, teacakes, milk, chocolate milk, orange juice, 
lemon blend, Coca Cola, 7 Up, ginger ale, root beer, 
and club soda) 


4 Toilet articles (soaps, powder, hair goods, cleansing 
tissues, nail polish and remover, cologne, tooth paste, 
tooth brushes, combs, shaving cream, razor blades, 
and hand lotion) 


5 Infant’s Gift Shop 
Knit goods (infant sweaters, robes, shawls, bon- 
nets, booties, sacques) 
Dresses, bibs, crib sets 
Baby banks, towel sets, diapers, hosiery, bath sets, 
soap, powder 
Soft animal toys, rattles, wood bead toys, balls 
Infant jewelry, silver cups 


6 Men, women, and children gifts—suitable and prac- 
tical gifts for men and women include dresser sets, 
trays, vases, perfume, manicuring kits, shaving sets, 
brushes, jewelry, compacts. Games, blocks, balls, and 
puzzles for children 


7 Flower Shop (potted plants, novelty plants, cut flow- 
ers, vases, bowls). Orders are taken for floral pieces, 
cut flowers and corsages, and may be delivered any- 
where outside as well as inside the hospital 


8 Magazines (all leading weekly and monthly magazines 
and periodicals) 


9 Miscellaneous (stationery, notions, flash light bat- 
teries and globes, playing cards, greeting cards, clocks, 
nurses’ hosiery, pens, ink, pencils 


10 Our “Miniature Traveling Store’ (to supply the 
wants of patients our “Miniature Traveling Store,” 
containing candy, cigarettes, magazines, and an assort- 
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ment of suitable merchandise, makes periodic trips to 
the private, semi-private and ward wings) 


The following is a report of the Shop from Octo- 
ber 31, 1940, to January 10, 1941: 


Salable stock $ 515.29 
Showcases 160.00 
Draperies 15.00 
Ladder 1.60 
Frigidaire 51.00 
25.00 

$767.89 

Bank balance—cash on hand 374.21 
Account receivable $ 32.65 
Account receivable 4.00 


Account receivable 10.00 
46.65 


$1,188.65 
486.00 
$702.65* 


Debts to Magee 


*Represents profit over a period of 70 business days, 
which is a profit of $10.04 per day. 


Following are the monthly receipts from No- 


vember 1, 1940, to March 10, 1941, the date this 
report is submitted: 


$686.45 


December 
January 
February 


March 1 to 10 
$3,509.30 


This report gives a fairly concise idea of the 
value of .our most recent activity to those whom 
it serves. We believe in its soundness, not only 
as a service, but also as a financial venture, and 
fully anticipate continued expansion along both 
lines. Illustrative of this expansion we hope to 
add a small tea room. Other phases of service 
will undoubtedly present themselves. 


Our service organization at the present time 
numbers approximately sixty girls. As the hos- 
pital grows and as new needs arise, obviously we 
must increase this number and offer opportunity 
for service to a greater group. 





Treating Water in the Laundry and Power Plant for Corrosion 


The average hospital engineer is very familiar 
with obvious things such as scale formation, but 
is frequently puzzled with the more insidious 
types of trouble that confront him—such as cor- 
rosion. Before it is possible to consider a treat- 
ment for corrosion, it is necessary that one under- 
stand the fundamental theories on the basis of 
which the reactions that cause trouble operate. 


The Electro-chemical Theory, which was for- 
merly known as the Electrolytic Theory, is gen- 
erally accepted, and explains how metals start to 
corrode and then shows how impurities of vari- 
ous kinds will continue that trouble. When this 
theory was being developed a special ferroxy]l 
indicator was developed and showed very simply 
just how the ideas of a theoretical nature worked 
out in actual practice. Mill scale, zinc, slag, iron 
impurities, oxygen, and carbon dioxide are the 
real trouble causers. 


In this particular case water is being consid- 
ered specifically and it is helpful to know what 
impurities it carries and how they are obtained 
and later liberated. This water is to be consid- 
ered further as the main ingredient in a boiler to 
produce steam or hot water. 


And the fundamental corrosion principles must 
be applied to conditions which develop as the 
boiler operates— 
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1 Scale formation sometimes has a bearing 
upon corrosion. 

2 Softening of water very frequently brings 
about changes which make a normally safe 
water one which will corrode freely. 

Gas impurities carried into the boiler in 
the water or created in the water due to 
decomposition become elements which con- 
taminate steam; and when this steam con- 
denses create a very dangerous acid return 
water. 

In the laundry various things are done to 
the water to make it a better cleansing 
agent and the effect of these various treat- 
ments sometimes creates and sometimes 
retards corrosion. 

Knowing how corrosion develops and con- 
trol being more or less obvious, the removal 
of oxygen directly or by absorption, the 
effect of tannins, sulphites, manganese, 
and other oxygen absorbing chemicals is 
worth considering. 


The reaction of the water is important and 
other methods of control, such as threshold treat- 
ment, the use of chromates or silicates, and ca- 
thodic treatment are important means of retard- 
ing, if not completely preventing, this type of 
trouble. 

Dudley K. French, Engineering Chemist 
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Women's Auxiliaries as Public Relations Agencies 
MRS. MILLARD TUFTS, R.N., Milwaukee, Wisconsin 


OMEN’S auxiliaries of hospitals, al- 
VY tose: organized primarily for the pur- 

pose of contributing financial aid, pur- 
chasing and sewing of linens, making surgical 
supplies, and in general administering to the 
physical needs of hospitals, correlate in an in- 
tangible relationship with the community, which 
is immeasurable in its scope of influence for good. 
It is a two-way road for promoting good will and 
publicity for the hospital and serving to bring 
the community’s point of view to the institution. 
This is developed by a sound, constructive, edu- 
cational program for the auxiliary members with 
several points of emphasis. 


Instruction in Hospital Service 


Under stimulating leadership, with the cooper- 
ation of the hospital superintendent, women aux- 
iliary members should receive a veritable course 
of instruction concerning hospital services. They 
should hear enlightening talks and be taken on 
department tours by heads of various departments 
—out-patient, laundry, diet kitchen, social serv- 
ice, nursing, administrative—and become con- 
versant with the difficulties and aims and limita- 
tions of their hospital. 


As the auxiliary membership changes and as- 
sociate members increase, the same program 
should be repeated. This results in better un- 
derstanding of hospital problems in the minds of 
individual auxiliary members, makes for greater 
interest in the mind of the public and the clari- 
fication of confused ideas. Conversely, criticism 
and inquiries from the public, often due to lack of 
real interest or to ignorance of real problems in- 
volved may be brought to the proper source for 
interpretation and mutual benefit. Thus each 
member is a self appointed emissary of good will 
in the community. 


Bedside Visiting 


Auxiliaries may act as visiting committees 
within the hospital to assist in ironing out prob- 
lems at the bedside. However, this can only be 
done under the wisest control or it may prove 
dangerously meddlesome and may be a question- 
able procedure. One constructive suggestion is 
to establish a hospital library service for the pa- 
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tients. This has been a successful venture in sev- 
eral Wisconsin hospitals. 


Recreational and Educational Programs 
for Personnel 


Within. hospital walls there is a large person- 
nel of graduate nurses, technicians, secretaries, 
dietitians, and interns whose crowded working 
hours leave little stimulation or suggestions for 
recreation. This may give to the auxiliary an 
excellent opportunity for cooperation in a 
friendly way; for example, there may be a recrea- 
tional guidance committee which maintains a bul- 
letin board of suggestions for good plays, exten- 
sion courses, outstanding lectures, musicales, etc. 
Reciprocal feeling of friendliness between the two 
groups disseminates good will in an ever increas- 
ing degree. Scholarships may be founded for the 
school of nursing—auxiliaries cooperating with 
both the hospital superintendent and director of 
the school of nursing may work to greater ad- 
vantage for all concerned. 


Community Interest 


Problems of small community auxiliaries are 
similar to those in larger cities but present a more 
intimate and vital picture. While there are less 
people to draw from financially, theirs is a closer 
tie-up socially. Moral support to the hospital is 
more apparent. Letters from auxiliary presi- 
dents in some of our smaller Wisconsin cities de- 
scribe unusual and ever increasing activity. 


Auxiliaries should not be allowed to grow stale. 
Avoid this by increasing the associate member 
list, by selection of outstanding leaders, and by 
constant cooperation with the hospital. The per- 
sonnel of auxiliary officers should rotate and 
change, because talent and enthusiasm and wider 
circulation of ideas are always at hand. In this 
present state of world chaos, where old standards 
of democratic living seem to be imperilled, such 
organizations as women’s auxiliaries, which 
spring from the highest human motives, should 
endure—as an antidote to growing unrest, regi- 
mentation, and the impersonalization of human 
relations which threatens our American way of 
life. 
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Price Trend of Hospital Commodities 


McGill Commodity Service, Inc., Auburndale, Massachusetts 


Sponsored by the Committee on Purchasing of the Council on Administrative Practice 


defense will not reach a peak much before 

early 1942. Therefore, it is a foregone 
conclusion that the stage is set for a prolonged 
period of record-breaking production and new 
all-time peaks in employment and purchasing 
power. This is all encouraging, but, of course, one 
change leads to another, and it stands to reason 
that serious repercussions and tremendous prob- 
lems are inescapable. The problem of adequate 
production will in the course of time be solved, but 
the second problem, namely, the avoidance of 
inflation, is a horse of a different color. The facts 
must be faced. Commodity prices did stay fairly 
well in line after the initial force of warfare was 
overcome. From January 1, 1940, up to the turn 
of the year the McGill Weekly Index of All Com- 
modities advanced only 2 per cent. However, dur- 
ing the first six months of 1941 the upswing meas- 
ures no less than 13 per cent, and the march 
toward higher levels remains unchecked. 


G cetense wit expenditures for national 


To date the Administration has fixed maximum 
prices on a handful of commodities, notably 
metals, and has relied upon policing and words of 
caution to hold price levels within bounds. This 
program no longer appears practical, and hence 
within a very short time a study will be released 
from Washington outlining a thorough and de- 
tailed plan proposed for the purpose of fixing 
prices for virtually all basic commodities, stabiliz- 
ing the cost of living by freezing the price scale 
of rents, regulating profit margins, etc. However, 
this plan will minimize the endeavor to control 
wage rates. The success of any such plan is 
obviously problematical, and the principal reason 
is that the element of time enters the picture and 
it is too late to lock the stable door. The truth 
of the matter is that any pracical application of 
price fixing should have been undertaken at the 
outset of the war. 


Warfare radically distorts the economy of all 
nations, and after nearly two years it is not sur- 
prising that serious maladjustments and disloca- 
tions prevail throughout industry. It is an eco- 
nomic fallacy to assume that commodity prices 
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can be stabilized at fixed figures, rents frozen on 
a pre-arranged level, and profit margins regulated, 
while at the same time permitting wage rates to 
continue the upward spiral. The day may come 
when the profit motive is eliminated from busi- 
ness, but as long as industry is operating on the 
capitalistic system, the existence of a profit mar- 
gin determines whether or not a manufacturer 
will continue in business. P 


There is another angle that forcefully affects 
the proposed plan to control commodity prices, 
namely, the attitude of Congress. There is power- 
ful opposition to such an over-all control plan, 
which means that even though legislation is ulti- 
mately passed, it will not be for at least a period 
of many months, and then maladjustments will 
be even more conspicuous than is the case today. 
Our recommendation is not to jump out of the 
frying pan into the fire, but rather we urge that 
ways and means be adopted to curb undue specu- 
lation and rely on the honesty and cooperation of 
the men in industry to hold prices within reason- 
able limits. We make this statement in the belief 
that a workable price control plan cannot be 
inaugurated at this time unless the freezing of 
wage rates is likewise included. There is not a 
businessman who does not know full well the 
dangers that follow in the wake of unduly high 
prices and the evils of inventory losses. There is 
today considerable merit in adhering to funda- 
mental principles rather than entering a whirl- 
pool of unorthodox economic experimentation 
which in the long run could easily result in the 
defeat of the desired objective. 


All Caneniiiiee 


There is no way of avoiding the obvious facts, 
and the records clearly show that the vicious 
inflationary cycle is well under way. A glance at 
any graph portraying the commodity price trend 
from 1914 to 1920 will show clearly the radical 
advance that measured far more than 100 per 
cent. As a matter of fact, what has been chronicled 
since September, 1939, follows very closely the 
contour line noted a quarter of a century ago, 
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1914 to early 1916. Strangely enough, the cur- 
rent price level is almost identical to quotations 
in effect twenty-five years ago. We do not con- 
template any such sensational price rise as 
occurred from the summer of 1916 to the extreme 
peak in 1920. 


We do contend that economic forces cannot be 
denied, and the following are bound to force the 
price trend steadily upward during the life of the 
war: (1) Aggregate demand, Government and 
civilian, will exceed the ability to produce for the 
balance of this year and into 1942. No important 
contraction in the backlog of unfilled orders can 
eventuate for at least another eight to ten months. 
(2) There is no hope of any alleviation in the 
shortage of cargo space on either the Atlantic or 
Pacific for an indefinite period. Despite steps 
taken to speed up production of merchant ships, 
there is every reason for assuming that world 
cargo space will be destroyed faster than it is 
produced during the course of the next year. 
(3) Wage rates continue to mount in every quar- 
ter, and remember, this is the weak link in the 
chain working against inflation. Meanwhile, em- 
ployment and purchasing power are steadily 
climbing, and now the cost of living is showing a 
greater disposition to respond. Again we say that 
it appears too late to effectively inaugurate price 
control on virtually all commodities in view of the 
tremendous force of underlying economic trends. 
In summary, we continue to recommend a protec- 
tive purchasing policy. 


Drugs and Chemicals 


The index again strengthened, reflecting higher 
prices for sodium salicylates, quicksilver, and 
phenol. Production of quicksilver although in- 
creasing by leaps and bounds has experienced 
great difficulty in coping with demand. Right 
now the margin between output and consumption 
is relatively fine. This country will be compelled 


to send mercury to England, and there is every 
assurance of a continuation of high prices. How- 
ever, any extensive price rise from current levels 
will be discouraged by OPACS. The underlying 
price trend of drugs and chemicals in general 
remains inescapably upward. 


Paper Products 


The industry is cooperating with Government 
agencies in the endeavor to hold prices within 
bounds. However, the force of powerful economic 
trends should not be underestimated. Paper pro- 
duction at maximum levels is rapidly moving into 
consuming channels. The stage is set for a volume 
of demand which will tax producing capacity for 
many months to come. In many instances profit 
margins are limited, and it stands to reason that 
any change in the price list of papers in general 
definitely favors the up side. The truth of the 
matter is, there is room for price strength with- 
out inviting Government interference. 


Cotton Goods 


Ceiling prices have been established on a num- 
ber of the more important cotton goods. Domestic 
consumption is holding at record-breaking levels, 
and mills are generally sold up well in advance. 
There is no doubt, however, that consumers have 
done considerable inventory stocking, and the 
establishment of price ceilings will reduce the 
incentive for investment buying. Because of the 
tight supply situation, however, it is important to 
protect future prospective needs. 


Fuels 


The high spots in the bituminous situation 
involve the question whether the supply of cars 
available to move soft coal during the balance of 
the year will prove adequate. Statistics show that 
production has fallen below the output of a year 
earlier, and stocks held by industrial consumers 
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McGILL MONTHLY PRICE INDEX FOR HOSPITALS 
1926 — 100 


July July July July July July July 
1984 19385 1986 19387 1988 1939 


ALL COMMODITIES . 65.2 72.1 74.5 87.8 70.2 66.0 83.4 85.3 


Drugs and Chemicals : 75.3 72.0 68.4 69.8 68.3 80.2 81.0 
Paper Products s 84.7 81.2 81.0 104.1 92.4 84.9 ‘ 98.1 98.1 
Cotton Goods k 86.8 83.6 76.4 91.2 70.1 72.4 : 106.6 112.0 
Surgical Dressings ; 82.8 81.6 72.9 84.1 70.4 66.6 ; 75.6 75.6 
78.6 75.2 TART 94.9 82.4 89.3 ; 100.1 100.1 

57.8 72.2 76.6 60.3 49.6 : 77.0 80.4 

58.1 79.4 79.2 103.3 81.5 71.0 88.1 90.7 

93.8 73.7 49.7 55.1 53.6 58.0 

Canned Vegetables : 90.0 78.5 68.1 67.2 : 77.4 77.4 
Canned Fruits H 74.2 77.7 80.8 72.5 68.7 : 69.9 72.2 
Dairy Products : 71.6 63.6 80.2 84.4 
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which fell off rapidly during the coal strike still 
remain at relatively low levels. The heavy demand 
for soft coal will continue indefinitely, and con- 
siderable time must elapse before reserve supplies 
are built up in volume. In regard to fuel oil, defi- 
nite steps have been taken to move ample supplies 
from the principal producing areas to the leading 
consuming areas. Although supplies of fuel oil 
on a national basis are now being increased along 
seasonal lines, aggregate demand, particularly 
next fall and winter, will easily reach new record 
proportions. The point is that stocks do not 
appear large in terms of prospective demand. 
Furthermore, it is quite possible that an addi- 
tional twenty-five tankers will be taken off the 
intercoastal run, which would make a total loss of 
seventy-five ships. Gasoline prices are now more 
or less stabilized by Government efforts. A check- 
up reveals that the decline in stocks has been of 
larger-than-normal proportions despite the fact 
that refinery crude runs have held well above a 
year earlier. Consumption will continue at record- 
breaking levels, and some difficulty will be experi- 
enced in transferring ample supplies to the East 
Coast. 
Groceries 


At the beginning of the year the groceries 
index was 53.6. The latest figure is 80.4. During 
the past month higher prices were noted for 
coffee, corn oil, cottonseed oil, sugar, flour and 
lard. The Government is now concerned over the 
rapidity of the price upswing, but in view of Gov- 
ernment support, minimum prices, higher loans, 
etc., the foundation is being solidified that will 
warrant even higher prices for farm products, 
particularly from a long-range angle. Remember, 
there is no shortage of basic foodstuffs, but arti- 
ficial forces are forcefully affecting the price 
structure. 

Dairy Products 


The index easily climbed to a new peak for the 


year during June as substantially higher prices 
were chronicled for cheese, eggs, and butter. 
Although butter production has reached record- 
breaking proportions, and cold storage holdings 
stand substantially over the previous five-year 
average, yet speculative activity in farm products 
has caused price strength at a time when normally 
price weakness occurs. Considerable price irregu- 
larity is indicated, but the minimum price fixed 
by the Government naturally creates a solid foun- 
dation under the entire price structure. In regard 
to cheese, there is no prospect of any extensive 
price decline along seasonal lines, while higher 
levels are indicated next fall and winter. The 
price advance in eggs appears a bit too rapid to 
be economically healthy, yet due to new peaks in 
employment and purchasing power, per capita con- 
sumption is increasing despite higher prices. The 
Government will purchase large supplies for dis- 
tribution under the all-out-aid-to-England pro- 
gram. Producing costs will continue to average 
higher than a year earlier. All of these phases are 
bullish on the egg market. 


Miscellaneous 


The index for meat products also reached a new 
high for the year during the past month. Beef 
prices held stable, but. at relatively high levels, 
while lamb and pork registered strength. There 
is every indication of a high price structure for 
meats for at least another year. As pointed out 
last month, an increasing volume of canned goods 
will be shipped abroad, tightening the supply-to- 
demand ratio in this country. Prices are destined 
to continue the upward trend which has been in 
effect since the turn of the year. The basic point 
to keep in mind with regard to commodity prices 
in general is that the underlying trend of produc- 
ing costs is moving slowly yet steadily upward. 
Hence, as time goes on, commodity prices are 
bound to respond and will inevitably average 
considerably higher. 





What Are the Risks to Hospital Personnel 
in Wartime Bombing? 

The hazard to hospital personnel is considered 
to be materially less than that to the average 
population outside the hospital. 

The Ministry of Health reports that in the 400 
hospitals in London there have been 3 doctors 
killed and 8 injured, 40 nurses, out of a total of 
5000, and 15 nonprofessional employees killed and 
124 nurses and 76 nonprofessional personnel in- 
jured. 
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Homer Wickenden Goes to Flower and 
Fifth Avenue Hospitals 
Homer Wickenden has been appointed assistant 
director of the Flower and Fifth Avenue Hospi- 
tals, New York City. 


Mr. Wickenden, who was general director of the 
United Hospital Fund of New York from 1929 to 
1940, retired from that position to accept the ap- 
pointment as director of the Metropolitan Opera 
Guild. After one year’s service with the Opera 
Guild, Mr. Wickenden reenters the hospital field at 
the Flower and Fifth Avenue Hospitals. 





Hospital Week at Atlantic City 


September 15-19, 1941 — 


The Convention Hall 


pital Association, September 15 to 19, 1941, 

will be the seventh convention which the As- 
sociation has held in Atlantic City. This national 
recreation center with its exhilarating climate, 
its excellent facilities for housing and entertain- 
ing convention guests, its world-renowned Board- 
walk—the Mecca of all visitors—where old friend- 
ships are renewed and new ones formed, is con- 
sidered the ideal convention city as hospital execu- 
tives, regardless of geographical affiliations, will 
ittest. 


To 1941 Convention of the American Hos- 


Hotels 


The Atlantic City hotels are famed for their 
efficient and courteous service. They have been 
built not only to house but to entertain their 
guests. Recreation rooms and broad sun porches 
will be found part of every hotel and some hotels 
have their own indoor swimming pools. Hotel 
rates are comparable to the rates in any of the 
large cities, and service may be had on either the 
American or European plan. 


The Ambassador Hotel, the headquarters hotel 
for the American Hospital Association, the Ameri- 
can College of Hospital Administrators, and the 
American Protestant Hospital Association is on 
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the Boardwalk about four blocks south of the 
Convention Hall. Just a pleasant walk or chair 
ride to the Hall. 


The Convention Program 


The program at the Atlantic City Convention 
holds the interest of the entire hospital field. The 
Federal legislation affecting hospitals, the prior- 
ity ratings for hospitals, the Government subsidy 
for nursing education, the effects of the draft 
laws, hospital financing, the role of the hospital 
in war and defense, the care of the civilian popu- 
lation and a hundred other problems will be pre- 
sented. 


The twenty-one section meetings, the round 
tables and panel discussion, the Women’s Auxili- 
ary and Board of Trustees sessions, will all de- 
velop the theme of the “Hospitals Under War and 
Defense Conditions.” 


No hospital trustee, administrator, or other de- 
partment head can afford to miss the Atlantic 
City Convention. What they will learn there, 
the knowledge of present day hospital problems 
they will gain will benefit them and their hos- 
pitals a great deal more than the cost of attending. 
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The vital question of maintaining the even and 
continued flow of hospital supplies and equipment 
is of the utmost importance and the satisfactory 
solution of this pressing problem will mean sub- 
stantial savings to our hospitals, aggregating for 
all our institutions several million dollars in a 
twelve-month period. 


The Assembly and the House of Delegates 


For the first time since the new By-laws were 
adopted, the House of Delegates and the Assem- 
bly will meet in joint session. The entire after- 
noon on Monday will be given over to the session 
of these two bodies. Few if any section meetings 
will be scheduled for that period. Here the pro- 
gram of preparedness for hospitals, the part they 
will play in the national defense, their classifica- 
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Ambassador Hotel 


tion in community defense councils, and hospital 
construction and financing through Government 
grants, subsidies, and loans, will be subjects for 
discussion. This meeting is of great importance 
to the members and the hospitals they represent. 


The Evening Sessions 


The President’s, Women’s Auxiliary, and Trus- 
tees Sessions follow each other on succeeding eve- 
nings. The President’s Session will have two 
interesting features, the conferring of the Annual 
Award of Merit on Dr. Frederic A. Washburn, 
Director Emeritus of the Massachusetts General 
Hospital; and the ceremony of destroying the 
canceled bonds of the Association. Six years be- 
fore maturity date the Association redeemed the 
last of its bonded indebtedness and established its 
capital assets as a permanent endowment for the 
betterment of hospital service on this continent. 
Owned by the membership, free of all indebted- 
ness, the Association property will be a symbol of 
hospital advancement, representing the contribu- 
tions of all of our hospitals to the service of 
humankind. 


The Banquet and Ball 


The annual Banquet and Ball on Thursday night 
of Convention Week will be an enjoyable affair. 
The evening will be given over to less serious 
matters. The musical numbers will be excellent, 
the flag ceremonies impressive, and the dinner 
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orator will be Harry Van Orman, one of the most 
engaging after dinner speakers in this country. 
His Hoosier philosophy, has pathos and humor, his 
gift of oratory will contribute a large share in 
making this banquet a pleasant and a very de- 
lightful occasion. The Annual Ball will follow 
immediately after the Banquet. 


Recreation and Entertainment 


Atlantic City is at its best in the middle of 
September. Its Boardwalk and bathing beaches, 
its golf courses and sail boating, its restaurants 
and entertainment piers, are performing their 
best under ideal conditions. No city has greater 
attractions for vacations or periods of recreation 
than America’s greatest seaside resort. The solid 
work of Convention Week will not prevent the en- 
joyment of the many pleasures it has to offer. 


The Catholic Sisters 


The Knickerbocker Hotel will provide special 
accommodations for Catholic Sisters, assigning 
rooms to one floor as far as possible, and setting 
aside a portion of the dining room for their pri- 
vate use. 


Special hotel rates for the Sisters will be 
granted by the Knickerbocker. 


The hotel is located on the Boardwalk, one block 
from the St. Nicholas Church and nine blocks 
from the Convention Hall—approximately a half 
mile walk on the Boardwalk. 


Convention Hall 


The Convention Hall at Atlantic City is one of 
the finest exhibit halls in the country. It provides 
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ample space for meeting rooms and the floor plan 
for technical and educational exhibits permits 
each exhibitor to arrange his booth to the best 
advantage. 


The Technical Exhibit 


In the technical exhibits 200 exhibitors occupy- 
ing 315 booths will show the latest developments 
in hospital equipment and supplies. Time spent 
on the exhibit floor will be time well spent. Here 
under one roof will be displayed for members for 
the Association and guests the results of research 
and study for the betterment of hospital service 
through improved equipment and supplies by the 
leading manufacturers in every part of the coun- 
try. Courteous attendants will be at each booth 
to answer questions and to explain their exhibit. 


The Educational Exhibit 


The educational exhibits grow in value and 
scope each year. At this Convention 67 booths 
will be devoted to scientific and educational ex- 
hibits. They will include exhibits from the U. S. 
Department of Agriculture, national hospital as- 
sociations, Social Service, Nurses, Record Li- 
brarians, Dietitians, Pathologists, Nurse Anes- 
thetists, and many other activities intimately as- 
sociated with hospitals: The Department of Insti- 
tutions of New Jersey, hospitals of New York, 
Philadelphia and Atlantic City, and many others 
will stage exhibits of the greatest educational in- 
terest and value. 


Transportation to Atlantic City 


Atlantic City, just seventy miles from Phila- 
delphia, can be conveniently reached by every 
mode of travel. A network of broad highways 





American Hospital Association Exhibit, Atlantic City, 1929 
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leads to Philadelphia, Camden, and Wilmington 
from north, south and west and five main high- 
ways take one right into Atlantic City. Conven- 
tion guests who have time and inclination to travel 
by automobile will enjoy all the benefits of a 
vacation trip traveling through beautiful scenic 
country and interesting old historic towns. 


Those who live west of Pittsburgh should take 
advantage of the new Pennsylvania Turnpike be- 
tween Pittsburgh and Harrisburg. This 150 miles 
of divided four-lane highway takes one literally 
through the mountains, not over them. Six 
main tunnels have been cut through the moun- 
tains to make this superhighway possible. These 
tunnels are well-lighted permitting the automobile 
to be maintained at a high speed with safety, 
thus reducing the amount of fuel used and cutting 
the time two to six hours. There is a toll charge 
of $1.50 to enter the highway, but everyone who 


has traveled this newest development in road - 


construction has felt the trip is worth it. 
Train Service 


Those who travel by train will have excellent 
service to Atlantic City. By consulting their local 
agents they will be surprised to find that train 
travel can be almost as flexible as touring in an 
automobile. These agents will be glad to plan 
stop-over and circle tours to New York, Washing- 
ton, or other points, and many of these trips cost 
little more than the round-trip ticket. 


Association members and friends who attended 
the 1937 Convention will find railroad fares to 


Atlantic City average about the same. Any 
changes that have been made seem to be in favor 
of the passenger. The one-way Pullman fare 
from Chicago to Atlantic City in 19387 was $26.30 
and is the same this year. The round-trip Pull- 
man fare was $50.45 in 1937 but has been reduced 
to $47.70 this year. This does not include cost 
of berth. In checking the Pullman fares to At- 
lantic City from various key cities it was found 
that the changes in fares averaged about the same 
as from Chicago. 


The improvement in coach service with its air 
conditioned cars and comfortable adjustable seats 
makes this type of travel worth considering if the 
distance is not too great. The saving would be 
approximately one-third on a round-trip ticket. 


Airway Travel 


Persons who are air-minded or with whom time 
is an important factor may have direct plane 
service to Philadelphia and from there they 
travel to Atlantic City by train. The train fare 
between Philadelphia and Atlantic City is $2.05 
one way or $3.45 round trip for Pullman travel and 
$1.40 one way for coach travel or $2.45 for the 
round trip. 


Purchasing round-trip tickets shows a decided 
saving in both railway and airway travel. 


Whichever mode of travel is chosen, delegates 
and guests en route to the convention of the 
American Hospital Association, and other Asso- 
ciations meeting concurrently in Atlantic City, 
are assured courteous and efficient service. 


The American College of Hospital Administrators 


The American College of Hospital Administra- 
tors will open its annual meeting with the Board 
of Regents luncheon at 1 p.m., Saturday, Septem- 
ber 13. At 4 p.m. the Executive Committee of the 
College will meet. 


On Sunday at 10 a.m. there will be a general 
business meeting of the College. The College will 
hold its Eighth Annual Convocation in the 
Renaissance Suite of the Ambassador Hotel at 
2:30 p.m. The Annual Banquet will be held at 
7 p.m. at the Ambassador Hotel. Sir Wilmott 
Lewis will be the banquet speaker. Immediately 
following the banquet, there will be the Presi- 
dent’s Reception. 


On Monday, September 15, at 9:30 a.m. the 
College will hold its General Educational Session 
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in the Convention Auditorium. The theme: 
The Administrator’s Approach to: 


SOCIAL WELFARE LEGISLATION 
Fred K. Hoehler, Director of the American Public 
Welfare Association, Chicago, Illinois 
NATIONAL DEFENSE 


Claude W. Munger, M.D., Director, St. Luke’s Hos- 
pital, New York City 


CHANGING ASPECTS OF ORGANIZATION AND 
ADMINISTRATION 
Robert Elsasser, Tulane University, New Orleans 
On Tuesday evening at 6 p.m. the All American 
Institute will hold its Alumni Reunion. There will 
be a buffet dinner. Among the evening’s speakers 
will be A. C. Bachmeyer, M.D., James A. Hamil- 
ton, Malcolm T. MacEachern, M.D., B. W. Black, 
M.D. 
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American Protestant Hospital Association 


Opening seven days of hospital meetings in At- 
lantic City, September 13 to 19, inclusive, the 
American Protestant Hospital Association will 
convene for its annual convention with a most 
inspiring and interesting program at nine o’clock, 
Saturday morning, September 13, Ambassador 
Hotel. 


One of the highlights of the Saturday morning 
program will be the Report of the Commission to 
Study the Standards for the Work of the Chap- 
lain in the General Hospital. Rev. Seward Hiltner 
of the Federal Council of the Churches of Christ 
in America, New York City, and Rev. Otis Rice, 
chaplain of St. Luke’s Hospital, New York City, 
will present this report with special emphasis on 
the phase, “The Relationship of the Physician to 
the Clergyman.” 


Others appearing on the Saturday morning pro- 
gram will be Elizabeth Sloo, administrator of the 
Protestant Hospital, Nashville, Tennessee, who 
will speak on “NYA in Church Hospitals,” and 
Arden E. Hardgrove, administrator of the Norton 
Infirmary, Louisville, Kentucky, who will speak 
on “The Church Hospital and Its Public Rela- 
tions.” Edgar Blake, administrator of the Meth- 
odist Hospital, Gary, Indiana, will present the re- 
port of the Legislative Committee and Mary K. 
West, superintendent of the Methodist Hospital 
of Southern California, Los Angeles, the report 
of the Nursing Study Committee. Dr. Claude W. 
Munger, administrator of St. Luke’s Hospital, 
New York City, will summarize the morning ses- 
sion preceding the discussion period. 


Saturday afternoon, from two to four o’clock, 
Dr. M. T. MacEachern, associate director of the 
American College of Surgeons, Chicago, Illinois, 
and Robert Jolly, administrator of the Memorial 
Hospital, Houston, Texas, will lead a Round Table 
Conference on Church Hospital Problems. We all 
have problems, but most of them have been solved 
with the help of other administrators. Here is 
the place to bring your hospital problems and get 
some good ideas for solving them from the others 
present. Some of your problems, which have 
given you a headache for months, may be simple 
after you hear what other hospitals have done 
under the same circumstances. In turn, you may 
be able to help some of your fellow workers by 
giving them some new ideas. This will be a very 
valuable session. 


Following the afternoon session will be a busi- 
hess meeting at four o’clock, at which time the 
annual reports of the officers and the committees 
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will be made. But most important will be the 
report of the Nominating Committee and the elec- 
tion of officers and trustees. 


The annual social event—the banquet—is sched- 
uled for seven o’clock on Saturday evening. A 
special musical program is being arranged by the 
Local Arrangements Committee of which Walter 
W. N. Righter, Presbyterian Hospital, Philadel- 
phia, Pennsylvania, is the chairman. The banquet 
speaker will be the Rt. Rev. Theodore Russell 
Ludlow, D.D., Suffragan Bishop of the Diocese 
of Newark of the Protestant Episcopal Church. 


The closing session of the convention will be 
Sunday morning at ten o’clock with Rev. Ernest 
G. Richardson, D.D., Resident Bishop of the Phila- 
delphia area of the Methodist Church as speaker. 


Paralleling the program of the convention, the 
Protestant Association will present ten speakers 
over the two radio stations—WFPG and KBAB— 
in Atlantic City. There will be three fifteen-min- 
ute periods over each station on Saturday, Sep- 


Views of the Boardwalk and the Boardwalk Hotels 
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Chalfonte-Haddon Hall 


tember 13, and two fifteen-minute periods over 
each station on Sunday, September 14. These 
broadcasts will be the contribution of the Asso- 
ciation toward better public relations for all hos- 
pitals. 


Appearing on these broadcasts will be the fol- 
lowing: 


Coordinator—Albert H. Scheidt, Administrator, 
Miami Valley Hospital, Dayton, Ohio 


THE PROTESTANT HOSPITAL AND THE HOSPITAL 
“CARE PLANS 


Arthur M. Calvin, Director, Minnesota Hospital 
Service Association, St. Paul, Minnesota 


WHAT THE VOLUNTARY HOSPITAL MEANS TO THE 
UNITED STATES 


Meta Pennock, Editor, Trained Nurse and Hospital 
Review, New York City 


THE CHRISTIAN SPIRIT IN OUR PROTESTANT HOs- 
PITALS 

Lt. Col. Ella Mae Bergner, Secretary, Women’s Social 

Service Department, Salvation Army, New York City 


Shelburne Hotel 


‘Our SCHOOLS OF NURSING IN THE PROTESTANT 


HOSPITALS 


John H. Olsen, Administrator, Richmond Memorial 
Hospital—Dreyfus Foundation, Prince Bay, S. I., 
New York 


THE PROTESTANT HOSPITALS AND THE NEED FOR 
COOPERATION WITH THE PROTESTANT CHURCHES 


Guy M. Hanner, Administrator, Beth-El General Hos. 
pital, Colorado Springs, Colorado 


PROTESTANT HOSPITALS ARE MEETING THE HIGH 
STANDARDS OF THE AMERICAN COLLEGE OF SurR- 
GEONS 


M. T. MacEachern, M. D., Associate Director, Amer- 
ican College of Surgeons, Chicago, Illinois 


RELIGION AND HEALTH IN THE PROTESTANT HoOs- 
PITAL 


Rev. Seward Hiltner, Executive Secretary of the Com- 
mittee on Religion and Health, The Federal Council 
of the Churches of Christ in America, New York City 


Atlantic City Beach 


THE PROTESTANT HOSPITAL, THE GOOD SAMARITAN 
OF THE TWENTIETH CENTURY 


Bryce L. Twitty, Administrator, Hillcrest Memorial 
Hospital, Tulsa, Oklahoma 


WHAT THE CHURCH CAN DO FOR OUR PROTESTANT 
HOSPITALS 


Rev. John L. Ernst, Administrator, Evangelical Dea- 
coness Hospital, Detroit, Michigan 


How THE COMMUNITY CAN HELP THE HOSPITALS 


J. Dewey Lutes, Administrator, Presbyterian Hos- 
pital, Chicago, Illinois 


You will note that the Protestant Association 
convention. is opening on Saturday morning 
rather than Friday evening. This will give the 
administrators, in many instances, another day in 
their hospitals before leaving for the convention. 


To the non-members who will arrive in, Atlantic 
City on Saturday, we extend a cordial invitation 
to attend our meeting as visitors. 
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American Association 


The American Association of Nurse Anesthet- 
ists will hold its ninth annual meeting at Atlantic 
City, September 15-19, concurrently with the 
American Hospital Association, a privilege greatly 
appreciated by all members of the Association. 
Headquarters will be at the Ritz-Carlton Hotel. 


It has become almost an established practice for 
the state associations of nurse anesthetists, affil- 
iated with the American Association of Nurse 
Anesthetists, to hold their annual meetings with 
the respective state hospital associations, thus pro- 
moting a closer relationship between these groups. 


The Association has gone forward with the 
work of its development. Work carried on by the 
various committees throughout the year will be 
presented and discussed. It is hoped that all who 
attend the meeting will be greatly stimulated and 
inspired and be much better prepared to carry on 
their future program. 


The Committee on Education has been actively 
engaged in the preparation of plans for the vis- 
itation of schools of anesthesia to study the func- 
tion of the schools with a view to their more ac- 
tive promotion and equalization of a sound teach- 
ing program, to determine standards and to adopt 
a plan of procedures for this year, and to serve as 
a basis for future work of approval of the schools 
of anesthesia. 


There has been a steady growth in membership. 
The American Association of Nurse Anesthetists 
is pleased to report a membership of over 2300 
members. Twenty-eight states are organized and 
three other states have applied for affiliate mem- 
bership during the year. 


An interesting program has been prepared for 
the Convention under the leadership of Mrs. Helen 
Young Walker, Philadelphia, chairman of the pro- 
gram committee. 


of Nurse Anesthetists 


One of the Golf Courses in Atlantic City 


In addition to the business program, there will 
be a number of outstanding speakers to discuss 
topics of great importance to the nurse anesthet- 
ists, giving added help in the solution of the many 
and complex problems in this field of specializa- 
tion. 


All meetings of the Association will be held 
in the Emily Denton Hall of the Convention Hall. 


The annual banquet will be held in the Main 
Dining Room of the Ritz-Carlton Hotel, on Tues- 
day evening, September 16. 


A large representation of members at this meet- 
ing is anticipated. 


It is hoped that the information obtained from 
the meetings and conferences, the technical 
knowledge gleaned from the exhibits, the per- 
sonal contacts made with fellow workers, and the 
formation of lasting friendships will all combine 
to make this the Ninth Annual Convention of the 
American Association of Nurse Anesthetists the 
finest meeting ever held. 





Convention Headquarters 


American Hospital Association — Ambassador Hotel 


American Protestant Hospital Association — Ambassador Hotel 


American College of Hospital Administrators — Ambassador Hotel 


American Association of Nurse Anesthetists — Ritz-Carlton Hotel 


Hospital Industries Association — Traymore Hotel 
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EDITORIALS 


Medical and Hospital Care for 
Old Age Pensioners 


In the laudable purpose of providing old age 
assistance, the Social Security Act makes no pro- 
vision for medical and hospital care for that large 
class of its beneficiaries who are most susceptible 
to illness and physical disability and with little 
or no resources to provide medical and hospital 
care when needed. 


Since the adoption of the Social Security Act 
there has been an increasing appreciation of the 
necessity of providing the aged pensioners with 
medical care. The first state to provide for this 
care is the State of Washington, which at the 
last election polled a majority vote for the initia- 
tion of this legislation and the Governor recom- 
mended an appropriation in excess of $5,000,000 
to carry out the provisions of the law. Wash- 
ington has established a legislative precedent, 
which in time will be followed by a majority, if 
not all of the states. 


The Attorney-General of Illinois, in a decision 
made this week, ruled that medical care for the 
aged pensioners must be provided, but at the ex- 
pense of each county. 


Hospitals as well as medical practitioners are 
interested in legislation of this purport, not from 
selfish motives, but for altruistic considerations 
and in the hope that State and Federal Govern- 
ments will make the provision of medical and hos- 
pital care at a reasonable remuneration mandatory 
and not discretionary. 


With the increasing life expectancy for those 
who reach the age of 65, there will be a constant 
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growth in the number of aged pensioners. When 
incapacitated either by illness or injury, their con- 
valescence and physical rehabilitation will be of 
longer duration than among those in the lower 
age levels. Economic depressions will add fur- 
ther to the handicaps of their care, but next to 
suitable food and housing, medical and hospital 
care when ill is most important to those grown old. 


The remedy lies largely with the people and leg- 
islatures of the individual states. Hospitals and 
state hospital associations can contribute to the 
enactment of covering legislation by keeping it 
constantly before the public and unitedly support- 
ing these measures. The Federal Government will 
be favorably inclined. Senator Wagner, the author 
of the Social Security laws, is more than sym- 
pathetic. His illness has prevented his incorpo- 
rating appropriate amendments in the Social Se- 
curity Law. 


If the cost were properly distributed, it would 
be no great burden on the resources of the Federal 
or State Governments nor upon the employee and 
his employer. 


Hospital-Medical Service Plans 


HOSPITALS has long been convinced that a 
satisfactory solution to the problem of medical 
care for the lower income classes would be 
through a sound, well-ordered, correctly operated 
periodic payment plan for medical care. 


We ‘can see no violation of medical ethics, no 
deviation from good medical practice, so long as 
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the free choice of his physician remains with the 
patient, and the plan is philanthropic and non- 
profit not only in its purpose but in its operation. 


The success of hospital service plans, with their 
phenomenal growth to more than 7,000,000 par- 
ticipants in five years, is not due to the benefits 
derived by the hospitals or any person, institution, 
or class, but to the hospital care which the par- 
ticipant receives without financial distress to him- 
self or his family. 


The same results could be confidently antici- 
pated in the establishment of medical service 
plans, if they are operated upon the same prin- 
ciples and with the same meticulous care so that 
sound, ethical, honest medical practice is main- 
tained, and the interests of the participant is at 
all times paramount. 


The first joint hospital-medical service plan has 
been established in New York State under the 
leadership and direction of Dr. S. S. Goldwater, 
director of New York’s Associated Hospital Serv- 
ice. That it will succeed is to be devoutly hoped. 
It may’ have its difficulties during the trial pe- 
riod, but no great movement calculated to con- 
tribute to the public welfare as this plan will con- 
tribute can fail. 
both good hospital and medical service to millions 
who do not now receive it, and under financial ar- 
rangements which each participant can comfort- 
ably afford. It will never infringe on medical 
ethics, nor violate the traditions and rules of good 
professional conduct. 


Eligible are single persons earning under $1200 
per year, couples earning jointly under $1680, and 
families with a total income under $2100. The 
rates are $12.00 per year for individuals, $27.00 
for families. The plan offers hospitalization for 
21 days each year in a ward bed, plus necessary 
medical and surgical attention during hospitaliza- 
tion. Hospitals will receive $4.00 per bed-day and 
physicians $4.00 a day for each hospitalized sub- 
scriber attended. 


The plan will be tried out in the counties of 
New York now served by the Associated Hospital 
Service of New York, which will operate the plan 
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It will bring the blessings of — 


in partnership with Community Medical Care, 
Inc., a new nonprofit affiliate. 


The potential results of this plan will be an in- 
creased hospital and medical care for those classes 
who badly need it, and who have not at all times 
received it; the added interest of the general prac- 
titioner in his practice and patient, and an in- 
creased use of hospital facilities, and of the serv- 
ices of the family physician. 


Purchase and Delivery of Hospital 
Supplies 


Manufacturers of hospital equipment as well as 
staple commodities are beginning to feel the 
scarcity of raw materials. This is particularly 
true in the case of the critical metals, brass, stain- 
less steel and some of the textiles. 


The program of hospital expansion, new con- 
struction, and rehabilitation to meet the increas- 
ingly insistent demands for hospital services is 
so widely distributed as to be almost universal. 
The bed capacities of our better hospitals are in- 
adequate to meet this increasing demand, and 
there are few hospitals but what have a sizeable 
list of patients awaiting admission. 


This situation, as satisfactory as it is from an 
administrative standpoint, presents difficult prob- 
lems from the position of securing and maintain- 
ing an even and continued flow of staple hospital 
commodities for operation as well as prompt de- 
liveries of equipment, furniture, and other essen- 
tials for construction and repair. 


Manufacturers for the major part have ex- 
hausted their reserves of raw materials. They 
have been able to take care of the larger part of 
orders from hospitals, but until some definite re- 
lief is provided and some definite assurance that 
necessary raw materials will be available, they 
are being forced to accept orders for important 
and essential lines of equipment, under conditions 
that are confusing to the hospital purchaser and 
with attendant delays in delivery. 


The O.P.M. and its Priorities Division are plan- 
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ning a remedial program which will place “hos- 
pitals and sanatoria” in. a list of twenty essential 
defense activities with a rating as such in A (de- 
fense) classifications and in instances of great 
urgency in an AA priority rating. The prospects 
that this program will be officially approved 
within the next ten days or two weeks are very 
favorable. This priority rating will be granted 
(if granted) to supplies and equipment for the 
continued operation of our hospitals, as well as 
for new construction and rehabilitation. 


And this is most important to hospitals. If the 
proposed rating is granted, priority requests will 
be judiciously considered by the Priorities Divi- 
sion. Not only as a contribution of the hospitals, 
as their part in the national defense, but from a 
standpoint of their own honor and their sense of 
fair dealing, priority requests should be for essen- 
tial equipment and supplies only. 


The burden of instituting and maintaining a 
program of economy in the purchase and use of 
supplies, and upon which priority requests should 
be justified, rests with the hospitals and no other 
agency or person. If the hospitals do their part 
well and play the game according to the approved 
rules, they will experience but little inconvenience, 
and that of short duration. 


If any hospital violates the rules, is extravagant 
in its requests for priorities, orders in quantities 
that strict economy does not justify, not only will 
that particular hospital suffer, but other hospitals 
may through no fault of their own be seriously 
inconvenienced. 


Training Nurses for Defense 


The Federal Government recognizes the role of 
nurses in national defense, and Congress, on July 
1, passed Public Law No. 146, appropriating 
$1,200,000 


“for the cost, including subsistence, but not 
including cash allowances to trainees, of re- 
fresher student nurse and _ post-graduate 
hursing courses, including courses in mid- 
wifery, provided by public agencies operating 
public educational facilities and by hospitals 
and nursing schools in accordance with plans 
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submitted by them and approved by the Sur- 
geon-General of the U. S. Public Health 
Service, at hospitals with recognized schools 
of nursing, and, where necessary, in the case 
of postgraduate courses at other institutions, 
for approved persons who have been licensed 
to practice as registered nurses under the 
laws of a State, Territory, or the District of 
Columbia.” 


The wisdom of this legislation is readily ap- 
parent. It will enable our nursing schools to in- 
crease their facilities for the training of needed 
nurses, without any sacrifice of content of cur- 
riculum or quality of nursing education and train- 
ing. It will assist our nursing schools to meet in 
some measure the increasing scarcity of regis- 
tered nurses and to provide an augmented quota 
of nurses for our armed forces, and for the 
civilian defense. 


Important as well, is the material evidence of 
the Federal Government that funds to meet the 
increased cost of training nurses for the national 
defense will be provided, not only for this initial 
effort but as a continuing program, provided that 
the nursing schools under the provision of this 
law “can show a substantial increase in the nurs- 
ing forces of this country.” 


Wisely, Congress has placed the administration 
of this law under the Surgeon-General of the 
U. 8. Public Health Service. This is as it should 
be. The progress and satisfactory development of 
medical, hospital, and public welfare services, 
under the competent guidance of Surgeon-General 
Thomas Parran, has been greater in the past five 
years than in any two previous decades. His 
prompt understanding of medical, hospital, and 
nursing problems, his careful analysis of the ele- 
ments that influence them, and his prompt solu- 
tion of these problems that so vitally affect the 
health, happiness, and welfare of our population, 
identifies him as one of the ablest of our Surgeons- 
General. 


This law is needed. The results will in every 
good way justify its enactment. The administra- 
tion of the law will be conscientious, efficient, and 
sympathetic to the best traditions of nursing and 
nursing education. 
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Call for the Convening 
of the 
House of Delegates 


NDER the authority of the By-laws of the 
American Hospital Association and by di- 
rection of Dr. Benjamin W. Black, President, I, 
Bert W. Caldwell, Secretary of the House of 
Delegates, issue this official call to the members 
of the House of Delegates to convene at Atlantic 
City, New Jersey, on Sunday, September 14, 1941, 
at 4 p.m., in the Renaissance Room of the Hotel 
Ambassador, for the transaction of the business 
of the Association, to receive the reports of the 
several councils and committees, to consider reso- 
lutions presented, for the election of officers, for 
the consideration of new business and of any 
other matter pertaining to the business of the 
Association brought to the attention of the House 
of Delegates by the President, the members of the 
Board of Trustees, or the members of the House 
of Delegates. This meeting of the House of Dele- 
gates will recess from time to time until the busi- 
ness of the House is completed and the House 
adjourned. 


Accomplished at the offices of the American 
Hospital Association, 18 East Division Street, 
Chicago, Illinois, this twenty-fourth day of July, 
1941. 

Signed, 
Bert W. Caldwell, M.D., 
Secretary 
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HE By-laws of the Association establishes the 
OF ie of Delegates as the legislative as well as 

the electoral body of the Association. It is com- 
posed of members of the Association in good 
standing, or representatives of institutional mem- 
bers, elected by the active membership of the 
American Hospital Association in the several 
In addition to these dele- 


gates so elected, fifteen members of the House of 


states and provinces. 


Delegates are elected by the Assembly. These, 
with the members of the Board of Trustees, the 
President, Past - President, President - Elect, and 
Treasurer of the Association, with the elected 
Delegates, compose the membership of the House. 
The By-laws constitute the Executive Secretary 
of the Association as the Secretary of the House 


of Delegates. 


The meetings of the House of Delegates in At- 
lantic City will have an important bearing upon 
the future policies of the Association. To be in- 
troduced in the House will be several important 
amendments to the By-laws, the most important 
of which are the amendments to change the By- 
laws so as to legally incorporate the membership 
of the associated Hospital Service Plans in the 
body of the American Hospital Association. Other 
amendments to the By-laws affecting the struc- 
ture of the Association will be introduced. It is 
very important that a full membership of the 
House be in attendance at the Atlantic City meet- 
ings. 

The election of officers of the Association, con- 


sisting of a President-Elect, Treasurer, three Vice 
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Official Roster of the House of Delegates 


Presidents, and three Trustees, will be the order 
of business at a subsequent meeting of the House 


of Delegates early in Convention Week. 


The agenda of the House for the Atlantic City 
Convention is of the utmost importance. The 
many problems confronting the hospitals in con- 
nection. with the purchase and supply of furni- 
ture, equipment, instruments, and staple commod- 
ities, the rulings and regulations of the Gov- 
ernment as concerns priorities for hospitals and 
sanatoria; the role of the hospitals individ- 
ually, and the American Hospital Association as 
an organization, in the program of national pre- 
paredness and defense, and many other questions 
of policy will be brought to the attention of the 


House. 


The headquarters of the House of Delegates 
will be at the Hotel Ambassador. On Monday 
afternoon there will be a joint meeting of the 
House of Delegates and of the Assembly. So far 
as possible, no section meetings of the Asso- 
ciation will be in session at this time so as to 
give a full opportunity to the membership to at- 
tend this joint meeting. Arrangements will be 
made to hold this joint meeting in the Music Hall 


on the second floor of the Convention Auditorium. 


Each delegate and alternate will be furnished 


with a badge identifying him by name and state. 


At the meetings of the House of Delegates, the 
President of the Association, Dr. Benjamin W. 


Black, will preside. 





President 


Benjamin W. Black, M.D. 
Alameda County Institutions 
2701 Fourteenth Avenue 
Oakland, California 


President-Elect 


Basil C. MacLean, M.D. 
Strong Memorial Hospital 
Rochester, New York 


Term Expires 1941: 


Ada Belle McCleery, R.N. 
217 South First Street 
Geneva, Illinois 


Ellard L. Slack 
Samuel Merritt Hospital 
Oakland, California 


Donald C. Smelzer, M.D. 

Germantown Dispensary and 
Hospital 

Philadelphia, Pennsylvania 


Secretary 
Bert W. Caldwell, M.D. 


American Hospital Association 


Chicago, Illinois 


eee 


*Delegate from New Jersey. 


Term Expires 1941: 


A. C. Bachmeyer, M.D. 
University of Chicago Clinics 
Chicago, Illinois 

C. J. Cummings 

4125 North 38th Street 
Tacoma, Washington 


Eleanor E. Hamilton, R.N. 
Presbyterian Hospital 
Newark, New Jersey 


George F. Stephens, M.D. 
Royal Victoria Hospital 
Montreal, Quebec, Canada 


Mrs. Jewell W. Thrasher, R.N. 
Frasier-Ellis Hospital 
Dothan, Alabama 
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Officers 


Past-President 


Fred G. Carter, M.D. 
St. Luke’s Hospital 
11311 Shaker Boulevard 
Cleveland, Ohio 


Treasurer 


Asa 8. Bacon 
R. F. D. No. 1 
Dowagiac, Michigan 


Trustees 
Term Expires 1942: 


Rt. Rev. Msgr. M. F. Griffin 
13824 Euclid Avenue 
Cleveland, Ohio 


Henry M. Pollock, M.D. 

Massachusetts Memorial Hospi- 
tals 

Boston, Massachusetts 


George D. Sheats | 
Baptist Memorial Hospital 
Memphis, Tennessee 


Sergeant at Arms 


Arden E. Hardgrove 
John N. Norton Memorial Infirmary 
Louisville, Kentucky 


Assistant Sergeant at Arms 
*F. Stanley Howe 

Orange Memorial Hospital 
Orange, New Jersey 

Melvin L. Sutley 


Delaware County Hospital 
Drexel Hill, Pennsylvania 


Delegates at Large 


Term Expires 1942: 


E. M. Bluestone, M.D. 
Montefiore Hospital 
New York, New York 


Lee C. Gammill 
Baptist State Hospital 
Little Rock, Arkansas 


James A. Hamilton 


New Haven Hospital 
New Haven, Connecticut 


The Rev. Donald A. McGowan 
St. Elizabeth’s Hospital 
Boston, Massachusetts 


Fred M. Walker 
Charlotte Memorial Hospital 
Charlotte, North Carolina 








Term Expires 1943: 


Edgar C. Hayhow 
Paterson General Hospital 
Paterson, New Jersey 


Frank J. Walter 
St. Luke’s Hospital 
Denver, Colorado 


Peter D. Ward, M.D. 
Charles T. Miller Hospital 
St. Paul, Minnesota 





Term Expires 1943: 


R. H. Bishop, Jr., M.D. 
University Hospitals 
Cleveland, Ohio 


G. Harvey Agnew, M.D. 
Canadiah Medical Association 
Toronto 2, Ontario, Canada 


Albert G. Hahn 


Protestant Deaconess Hospital 
Evansville, Indiana 

Ritz E. Heerman 

California Hospital 

Los Angeles, California 

A. J. Hockett, M.D. 


Touro Infirmary 
New Orleans, Louisiana 
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ALABAMA 
Clyde L. Sibley Miss Claude Sims, R.N. 
Baptist Hospital, Birmingham Citizens Hospital, Talladega 
ARIZONA 
J. O. Sexson None 
Good Samaritan Hospital, Phoenix 
ARKANSAS 
Very Rev. Msgr. John J. Healy Regina H. Kaplan : 
Diocese of Little Rock, Little Rock Leo N. Levi Memorial Hospital, Hot Springs 
CALIFORNIA 
F. Stanley Durie *Ritz E. Heerman 
University of California Hospital, San Francisco California Hospital, Los Angeles 
Mary K. West, R.N. George U. Wood 


Methodist Hospital of Southern California, Los Peralta Hospital, Oakland 
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COLORADO 
Walter G. Christie Herbert A. Black, M.D. 
Presbyterian Hospital of Colorado, Denver Parkview Hospital, Pueblo 
CONNECTICUT 
Wilmar M. Allen, M.D. Albert W. Buck, Ph.D. 
Hartford Hospital, Hartford Charlotte Hungerford Hospital, Torrington 
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Health Security Administration, Washington 

FLORIDA 

W. L. Shackelford, M.D. J. H. Therrell 

Jefferson Hospital, Birmingham, Alabama Florida State Hospital, Chattahoochee 
GEORGIA 

Robert S. Hudgens Harry W. Smith 

Emory University Hospital, Emory University City Hospital, Columbus 

| Hawall 

Gustaf W. Olson Charles F. Honeywell 

The Queen’s Hospital, Honolulu c/o C. Brewer & Company, Honolulu 
IDAHO 

Jacob H. Trayner Fred W. Anderson 


— Falls Latter Day Saints Hospital, Idaho Samaritan Hospital, Nampa 
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ILLINOIS 
Rev. John W. Barrett C. J. Hassenauer 
— Hospitals, Archdiocese of Chicago, Garfield Park Community Hospital, Chicago 
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Stuart K. Hummel J. Dewey Lutes 
Silver Cross Hospital, Joliet Presbyterian Hospital, Chicago 
INDIANA 
Edgar Blake, Jr. Gladys Brandt 
Methodist Hospital, Gary Children’s Free Hospital, Louisville, Kentucky 
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IOWA 
Sister Mary Magdalene Paul Hansen ; ; 
St. Joseph’s Hospital, Ottumwa Iowa Lutheran Hospital, Des Moines 
Rev. J. P. Van Horn Thomas P. Sharpnack ‘ : 
St. Luke’s Methodist Hospital, Cedar Rapids Broadlawns-Polk County Public Hospital 
Des Moines 
KANSAS 
Rev. J. E. Lander J. R. Stone : 
Wesley Hospital, Wichita Menninger Sanitarium, Topeka 
KENTUCKY 
Lake Johnson, R.N. Edward J. Murray, M.D. : 
Good Samaritan Hospital, Lexington Julius Marks Sanatorium, Lexington 
LOUISIANA 
Frank S. Groner, Jr. (Miss) Graham Price, R.N. 
Southern Baptist Hospital, New Orleans Highlands Sanitarium, Shreveport 
MAINE 
Joelle Hiebert, M.D. Sister Belanger ; 
Central Maine General Hospital, Lewiston St. Mary’s General Hospital, Lewiston 
MARYLAND 
Merrell L. Stout, M.D. Harvey H. Weiss 
Hospital for Women of Maryland, Baltimore Memorial Hospital, Cumberland 
MASSACHUSETTS 
Miriam Curtis, R.N. George A. Maclver, M.D. 
Syracuse Memorial Hospital, Syracuse, New York Worcester City Hospital, Worcester 
Scott Whitcher Clara B. Peck, R.N. 
St. Luke’s Hospital, New Bedford House of Mercy Hospital, Pittsfield 
MICHIGAN 
Donald M. Morrill, M.D. E. F. Collins, M.D. 
Receiving Hospital, Detroit Grace Hospital, Detroit 
Robert G. Greve Mary E. Skeoch, R.N. 
University Hospital, Ann Arbor (England) 
MINNESOTA 
A. F. Branton, M.D. Paul H. Fesler 
Willmar Hospital, Willmar Nopeming Sanatorium, Nopeming 
MISSISSIPPI 
Leon §S. Lippincott, M.D. A. M. McCarthy, M.D. ; 
Vicksburg Sanitarium, Vicksburg George C. Hixon Memorial Hospital, Electric Mills 
MISSOURI 
Frank Bradley, M.D. H. J. Mohler 
Barnes Hospital, St. Louis Missouri Pacific Hospital, St. Louis 
MONTANA 
Sister Mary Linus, R.N. Anna T. Beckwith, R.N. 
St. James Hospital, Butte St. Peter’s Hospital, Helena 
NEBRASKA 
Rev. Emil Chinlund Francis J. Bean, M.D. 
Immanuel Hospital, Omaha University of Nebraska Hospital, Omaha 
NEW HAMPSHIRE 
Donald S. Smith Anne MacDougall, R.N. 
Mary Hitchcock Memorial Hospital, Hanover Nashua Memorial Hospital, Nashua 
NEW JERSEY 
F. Stanley Howe ‘ O. N. Auer 
Orange Memorial Hospital, Orange Monmouth Memorial Hospital, Long Branch 
George O’Hanlon, M.D. Florence P. Burns, R.N. 


Medical Center, Jersey City Somerset Hospital, Somerville 
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New MEXxIco 


Frank C. Gabriel 
Southwestern Presbyterian Sanatorium 


Albuquerque 


Mrs. Bertha O. Parish, R.N. 
New Mexico Miners Hospital, Raton 


NEW YORK 


Rev. J. F. Brophy ar 
Division of Health, Catholic Charities, New York 


Harold R. Grimm 
Millard Fillmore Hospital, Buffalo 


Frederick MacCurdy, M.D. 
Vanderbilt Clinic, New York 


Jerome F. Peck 
Binghamton City Hospital, Binghamton 


Jessie P. Allan, R.N. 
Kingston Hospital, Kingston 


Henry T. Brandt 
Deaconess Hospital, Buffalo 


Everett W. Jones 
Albany Hospital, Albany 


Theodora 8. Root 
New York Orthopedic Hospital, New York 


NORTH CAROLINA 


Newton Fisher 
James Walker Memorial Hospital, Wilmington 


F. Ross Porter 
Duke Hospital, Durham 


NORTH DAKOTA 


Iver H. Iverson 
Trinity Hospital, Minot 


J. T. Tollefson 
St. Luke’s Hospital, Fargo 


OHIO 


Guy J. Clark 
Cleveland Hospital Council, Cleveland 


M. F. Steele, M.D. 
Christ Hospital, Cincinnati 


Harry H. Graef 
Children’s Hospital, Akron 


Mabel F. Pittman 
Findlay Hospital, Findlay 


OKLAHOMA 


E. T. Olsen, M.D. 
1854 North Richmond Street, Chicago, Illinois 


L. E. Emanuel, M.D. 
Cottage Hospital, Chickasha 


OREGON 3 
C. H. Manlove, M.D. None 
Good Samaritan Hospital, Portland 
PENNSYLVANIA 
Lewis N. Clark R. F. Hosford 


c/o Germantown Dispensary and Hospital 
Philadelphia 


Colonel Percy L. Jones, M.D. 
Hamot Hospital, Erie 


Alma M. Troxell, R.N. 
Oil City General Hospital, Oil City 


Bradford Hospital, Bradford 


H. S. Mehring 
Pennsylvania Hospital, Philadelphia 


Esther J. Tinsley, R.N. 
Pittston Hospital, Pittston 


PUERTO RICO 


Felix Lamela 
School of Tropical Medicine, San Juan 


Robert G. Boyd 


Presbyterian Hospital, Santurce 


RHODE ISLAND 


D. L. Richardson, M.D. 
Rhode Island Hospital, Providence 


Carl Lindblad 
Homeopathic Hospital, Providence 


SoUTH CAROLINA 


Francis Oliver Bates 
Roper Hospital, Charleston 


H. H. McGill 
2016 Assembly Street, Columbia 


SOUTH DAKOTA 


Kdna G. Davidson, R.N. 
Black Hills Methodist Hospital, Rapid City 


Rev. C. M. Austin 
Sioux Valley Hospital, Sioux Falls 


TENNESSEE 


Henry Hedden, M.D. 
Methodist Hospital, Memphis 
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E. M. Dunstan, M.D. E. M. Collier 
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Toronto Western Hospital, Toronto Kingston General Hospital, Kingston 
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W. H. Delaney, M.D. C. A. Decary, M.D. 
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SASKATCHEWAN 
Clarence C. Gibson Leonard P. Goudy 
Regina General Hospital, Regina Saskatoon City Hospital, Saskatoon 
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Custodial Liability in California 


JOE G. SWEET 


as you will presently see, requires that the 

speaker should have, at least to some extent, 
the gift of prophecy. What the courts decide 
today, they sometimes overrule tomorrow. Wit- 
ness the differences in the meaning of the Con- 
stitution now and ten years ago. Frequently, a 
decision which seems to hold one thing, contains 
a paragraph made up of some cryptic language, 
seemingly an, aside, unnecessary to the decision. 
No one attaches any importance to it. Months or 
years later, capable lawyers, who thought that 
the case meant one thing, find themselves entirely 
mistaken, the paragraph is held to be the meat 
of the decision, and suddenly the tail begins to 
wag the dog. 


Ts: discussion of any phase of legal liability, 


In no field of litigation is this much more 
marked than in that of hospital, and to some ex- 
tent, physician’s liability. The almost universal 
desire among layment to diagnose and prescribe 
treatment for human ills; the resentment that is 
aroused when an. accident befalls an already ill 
person, sometimes lead courts and jurors to de- 
mand the impossible of persons engaged in car- 
ing for the sick. Looking at the case with eyes 
of hindsight instead of foresight, they demand 
more care of a charity patient in a ward than 
ordinarily is given or required by the paying pa- 
tient in a private room. When the court feels 
that the case is bad but not supported, as a mat- 
ter of law, by past decisions, the search for the 
paragraph begins. 


There are considerations that must be kept in 
mind in attempting to appraise seemingly exist- 
ent rules of law, and situations that should seem 
to avoid liability. 


There are three general aspects of the law, all 
unsettled, that must be discussed before we turn 
to particular problems. 


I 


In California, the so-called defense of “chari- 
table institutions” must, for practical purposes, 
be deemed to be a thing of the past. I do not 
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say that it is certainly the law that this defense 
has been abolished in all cases and under all cir- 
cumstances, but I say it is at least reasonable to 
suppose that it is sufficiently so, that any hospi- 
tal will, in my opinion, do well to assume so until 
the Supreme Court holds to the contrary. 


It was, for many years, the law in California, 
that charitable hospitals were not liable for the 
carelessness or negligence of their servants where 
due care had been exercised in the selection of 
those servants. The rule was clearly and briefly 
set forth in the opinion of-the District Court of 
Appeal in Burdell vs. St. Luke’s Hospital, 37 Cal. 
App. 310, which was decided in May, 1918. Since 
the decision is brief, I am taking the liberty of 
reading it in full: 


“In this action for personal injuries al- 
leged to have been sustained by plaintiff 
Helen E. Burdell through the negligence of 
defendant’s servants, the court directed a 
judgment for defendant, from which plain- 
tiffs appeal. f 


“The evidence showed that plaintiff, Mrs. 
Burdell, entered defendant’s hospital as a 
paying patient and was charged the regular 
rates of the hospital for the services rendered 
to her. The injuries complained of were al- 
leged to have been, sustained through the 
negligence of nurses employed by the hospi- 
tal, but no evidence was offered to show that 
defendant was negligent in employing incom- 
petent or careless nurses or in omitting to 
use due care in the selection of its staff. 


“The articles of incorporation. of defendant 
stated that the purpose for which it was 
formed was the founding and maintenance 
of a hospital in San Francisco for the relief 
and care of such sick persons as might de- 
sire its benefits, and that its object was not 





pecuniary profit. It also appeared from the 
evidence that the hospital buildings were the 
gift of charitable persons to the corporation; 
that poor and needy persons, without dis- 
tinction of race or creed, were admitted to 
the hospital and treated without charge, the 
percentage thereof varying from seven to 
fifteen per cent of the total number of pa- 
tients; that, although the other patients paid 
fees for the services rendered them, no profit 
was made, or attempted to be made, from 
that source; that in the four years preceding 
the trial the expenses of operating the hos- 
pital exceeded the amount taken in as fees by 
more than eighteen thousand dollars, a large 
part, but not all, of which was the money lost 
by taking in poor patients; that the trustees 
charged with the conduct of the affairs of the 
hospital served without pay, and that the 
only persons receiving any compensation. 
were the hospital staff, consisting of the su- 
perintenden., nurses, and attendants. 


“Upon this showing the lower court was 
clearly correct in directing a verdict for de- 
fendant, under the rule laid down in Thomas 
v. German Gen. etc. Soc., 168 Cal. 183 (141 
Pac. 1186), where it is said that ‘where one 
accepts the benefit of a public or of a private 
charity he exempts by implied contract the 
benefactor from liability for the negligence 
of the servants in administering the charity, 
if the benefactor has used due care in the se- 
lection of those servants.’- The fact that 
plaintiff paid the regular rates charged by 
the hospital for paying patients does not take 
the case out of the operation of this rule, for 
it is apparent that the rates were not charged 
with a view of making a profit from her, and 
the moneys received from paying patients 
were not in fact sufficient to meet even the 
ordinary operating expenses of the hospital, 
without considering any interest upon the 
amount invested in the buildings. It is clear, 
therefore, that plaintiff was to some extent 
the beneficiary of the charity for which de- 
fendant corporation was organized, and 
comes within the rule quoted.” 


Judgment affirmed. 


A petition for hearing was denied by the Su- 
preme Court of the State of California, on July 
18, 1918. This would seem to have settled the 
matter, but unfortunately for the hospital, it did 
not. 


A later decision is England vs. Hospital of the 
Good Samaritan, 22 Cal. App (2nd) 226, where 
the court seemingly held that a pay patient’s 
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right of action was not barred by the charitable 
rule, even ‘though the hospital patronized was 
clearly a charity, unless the patient, upon enter- 
ing the hospital, had knowledge of the nature 
of the hospital. The court, at pages 228 and 229, 
said: 


“The court refused to give plaintiff’s re- 
quested instruction 4, as follows: ‘You are 
instructed that the defense of non-liability 
because of its charitable character is unavail- 
able to defendant, if you find from the evi- 
dence that plaintiff had no knowledge or be- 
lief that defendant claimed to be or was a 
charitable institution, and further provided 
you find that plaintiff paid its regular rates 
to defendant from which it derived a profit.’ 
Evidence was presented showing that plain- 
tiff had no knowledge or belief that defend- 
ant claimed to be a charitable institution, 
that he paid for the accommodations and 
services at the regular rate charged, and that 
the hospital earned a profit during the year 
in which plaintiff was a patient. Upon the 
former appeal in this case this court said: 
‘We cannot hold that one who, without 
knowledge that a hospital claims to be a char- 
itable institution and therefore exempt from 
liability, applies for admission and is re- 
ceived as a patient, paying the regular rates 
at which the hospital derives a profit, is with- 
out redress for injuries occasioned by negli- 
gence on the part of the employees of the 
hospital on the theory that he is accepting 
the benefits of charity from a benefactor. 
Our conclusion is in line with the decision in 
the Stewart case (Stewart v. California Med- 
ical Assn., 178 Cal. 418 (176 Pac. 46.) The 
trial court erred in refusing to submit to the 
jury the issue of plaintiff’s claim that the 
hospital was conducted for profit and defend- 
ant’s claim that it was operated for charity. 
The court should also have submitted to the 
jury under appropriate instructions the ques- 
tion of. plaintiff’s knowledge of defendant’s 
claim to nonliability on account of its chari- 
table activities.’ ” 


Finally, under this head, I refer to Silva vs. 
Providence Hospital of Oakland, 97 Pac. (2nd) 
798, decided on December 28, 1939. 


In this case, plaintiff, who was a paying pa- 
tient, suffered injuries when she fell out of bed. 
The hospital was held to be negligent in failing 
to put up bed boards. The verdict went for plain- 
tiff. On appeal, the Supreme Court held that 
there was evidence of negligence on the part of 
the employees of the hospital, and also held that 
the evidence showed, without question, that Prov- 
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idence ‘Hospital was a charity. It refused to 
grant the hospital immunity under the rule of 
law that had been laid down in Burdell vs. St. 
Lukes, or any called to its attention. After stat- 
ing the facts already outlined, the court said: 


“The appellant contends that it is a char- 
itable organization, and as there is no claim 
that it did not use due care in the selection 
and retention of its employees, it is exempt 
from liability for tort. This contention pre- 
sents squarely for decision the question 
whether a charitable corporation is liable for 
harm tortiously inflicted by an employee act- 
ing within the scope of his employment.” 


You will note that the language just quoted 
does not limit the decision to the case of a pa- 
tient who, like Mrs. Silva, was a pay patient. The 
latter portion of the paragraph seems to me to 
apply to the entire world. In closing the deci- 
sion in this case, the court said: 


“That many courts have refused to con- 
sistently apply the rule of nonliability is con- 
clusive evidence of the fallacious reasoning 
which is advanced in its behalf. On the con- 
trary, other courts have declared that the 
charitable organization must respond in 
damages to the paying patient whom it in- 
jures. * * * This is not only the modern 
view but the one required by every principle 
of common justice. As one court has said: 
‘It is a principle of law, as well as morals, 
that men must be just before they are gen- 
erous.’ ” 


On the same day, immediately following the 
decision in the Silva case, the court decided the 
appeal in a later trial of the case of England vs. 
Hospital of the Good Samaritan. This decision 
is reported in 97 Pac. (2nd) 613. I do not think 
it necessary to discuss the facts of this case. I 
merely call attention to this language at page 
815: 


“This court has now decided that charita- 
ble organizations are not exempt from lia- 
bility for wrongs negligently committed by 
their employees. Silva vs. Providence Hos- 
pital, supra.” 


Summarizing the effect of these two cases, it 
may be argued that the court meant to limit the 
effect of its decision to pay patients patronizing 
charitable hospitals, but, on the other hand, there 
is, as I have shown, language indicating that the 
court intended to wipe out all claims of exemp- 
tion because of the charitable nature of the hos- 
pital. As doubtless you have observed, the trend 
of the decisions from Burdell vs. St. Luke’s Hos- 
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pital, through the first decision of the England 
vs. Hospital of the Good Samaritan, down 
through the decision of the Silva case, has been 
to weaken and finally, as I see it, pretty well 
annihilate the charitable doctrine. It may be ar- 
gued, and is argued by some lawyers, that the 
court meant to preserve the right of charitable 
defense against actual charity patient. This is 
arguable, although I do not think that the facts 
justify the argument. We must remember that 
judges are human and that they are consciously, 
or unconsciously, affected by the tendency of the 
times. The fact that hospitals carry liability 
insurance has undoubtedly been a factor in forc- 
ing courts in various states away from the char- 
itable doctrine. These decisions, perhaps, over- 
look the fact that rates may become so high that 
charitable institutions can no longer afford to 
carry insurance, and, therefore, no longer afford 
to perform charities. 


II 


What we have said in the foregoing section 
leads us naturally to the consideration of the 
question of a possible agreement between hospi- 
tal and patient made prior to the patient’s entry 
into the hospital, relieving the hospital from any 
claims for negligence’ because of injuries suf- 
fered by the patient. Here, again, the rule is 
not altogether clear. While the matter is not al- 
together free from doubt, it seems to me that 
under the California law such an agreement prob- 
ably can be made with binding force. The gen- 
eral rule is set forth in Restatement of the Law 
of Contracts at page 1080 as follows: 


“(1) A bargain for exemption from lia- 
bility for the consequences of a wilful breach 
of duty is illegal, and a bargain for exemp- 
tion from liability for the consequences of 
negligence is illegal if 


“(a) the parties are employer and em- 
ployee and the bargain relates to negligent 
injury of the employee in the course of the 
employment, or ; 


“(b) one of the parties is charged with a 
duty of public service, and the bargain re- 
lates to negligence in the performance of any 
part of its duty to the public, for which it 
has received or been promised compensa- 
tion.” 


It may be argued that the hospital is charged 
with the duty of public service, but in view of 
the fact that they are private institutions, and 
that it is possible for a patient to go to one if he 
is denied by another, except possibly in cases of 
emergency, I feel that the hospital is not, in or- 
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dinary circumstances, a party charged with the 
duty of public service. 


In Stevens vs. Southern Pacific Co. 109 Cal. 86, 
the Railroad Company leased land to Stevens so 
that he might erect a warehouse on it. Asa 
condition of the lease, the Company required 
Stevens to agree that he would make no claim 
for damages if the employees of the Railroad 
Company should negligently cause his warehouse 
to be burned. A fire was started by the Railroad 
employees and the validity of the agreement re- 
lieving the Railroad Company was upheld. 


In Nichols vs. Hitchcock Motor Company, 70 
Pac. (2nd) 654, the District Court of Appeal up- 
held a contract of the Motor Company exempting 
it from the damages for injuries to plaintiff’s 
automobile while under the control of any of the 


ble negligence of defendant might ensue 
which was contemplated by the parties to the 
agreement in the instant matter, would be 
determinative of the point that is suggested 
by appellant. 


“It will be remembered that the principal 
subject-matter of the agreement was the sale 
by defendant to plaintiff of a new Packard 
Automobile, the consideration therefor being 
a used Dodge automobile and a_ specified 
amount of cash; and that as part of such 
agreement, in. accord with the policy of the 
Packard company—‘provided it (the automo- 
bile) is taken to the service station of the 
seller for that purpose’—a free ‘adjustment 
service’ was to be afforded to plaintiff for a 
period of ninety days next succeeding the 





Motor Company’s employees. 


658, the court said: 
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“On the ground that the said clause in the 
contract which purportediy relieves the de- 
fendant from liability is contrary to public 
policy, appellant advances the argument that 
the contract was void (citing In re Garce- 
lon’s Estate, 104 Cal. 570, 38 Pac. 414, 32 
L.R.A. 595, 43 Am. St. Rep. 134, and several 
other cases as authority therefor.) It also 


may be noted that section 1668 of the Civil - 


Code provides that: ‘All contracts which 
have for their object, directly or indirectly, 
to exempt any one from responsibility for his 
own fraud, or wilful injury to the person or 
property of another, or violation of law, 
whether wilful or negligent, are against the 
policy of the law.” On the other hand, in op- 
position to such authorities, respondents cite 
several California cases, (including the lead- 
ing case of Stephens v. Southern Pacific Co. 
109 Cal. 86, 41 Pac. 783, 29 L.R.A. 751, 50 
Am. St. Rep. 17, and Northwestern Mutual 
Fire Association v. Pacific Wharf & Storage 
Co. 187 Cal. 38200 Pac. 934.) 


“In volume 2, pages 1079 to 1081, sections 
574 and 575, of the American Law Institute’s 
Restatement of the Law of Contracts, the 
general right is recognized to ‘bargain for ex- 
emption from liability for the consequences 
of negligence,’ with exceptions noted, among 
which is one that such a contract is illegal if 
one of the parties is charged with a duty of 
public service, and the bargain relates to 
negligence in the performance of any part of 
its duty to the public * * *. Assuming that 
such is a fair and accurate statement of the 
law, it should follow that the terms of the 
contract and the nature of the services to be 
performed, in the course of which the possi- 


At pages 657 and 


date of sale. As hereinbefore has been set 
forth, the clause in the agreement, in sub- 
stance, was that if plaintiff wished to avail 
himself of the services of an employee of the 
defendant ‘to drive this vehicle for the pur- 
pose of instruction or for any other reason,’ 
plaintiff would assume ‘full responsibility for 
any damages * * * incurred while such em- 
ployee is so engaged!” 


The rule would seem to be particularly clear 
with regard to charity patients. Since the hos- 
pital is rendering free service, it should be 
allowed to make a contract for waiver as a 
condition. to entrance. The rule seems to be clear, 
but as the tendency of the times has destroyed 
the charitable doctrine already discussed. So the 
socialistic tendencies of the time may destroy the 
rule just announced. I think it is quite certain 
that the courts will never permit agreements re- 
leasing from the consequences of gross negligence 
or wilful misconduct. 


There is one practical difficulty that must not 
be overlooked. Many patients, particularly chari- 
table patients, are minors. I do not believe that 
the parents of a minor would have authority to 
make an agreement in advance, waiving the 
minor’s claim for damages in case he is injured 
through the negligence of the hospital employees. 
The general rule is stated in 45 Corpus Juris, 
1317, as follows: 


“A parent has no authority merely because 
of the parental relation to release or compro- 
mise claims against his child. This rule ap- 
plies to the waiver, settlement or release of 
the child’s right of action for personal injury 
or other tort.” 

III 


Concerning the liability of the hospital for 
accidents, mistakes, or negligence of the staff em- 
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ployees, we have the law in more than its usual 
delightful state of uncertainty. The decisions run 
both ways and it is impossible to state which ones 
control. 


The ordinary employer is responsible for the 
negligence of his employee while that employee is 
on the master’s business. If I employ a chauffeur 
and while he is driving my car on my business, he 
runs a third party down, I am liable for his negli- 
gence, under what is known to the law as the doc- 
trine of respondeat superior. In 39 Corpus Juris, 
1269, the rule is expressed briefly in the follow- 
ing language: 


“To constitute the relation of master and 
servant for the purpose of fixing liability on 
the former for acts of the latter under the 
doctrine of respondeat superior, it is indis- 
pensable that the right to select a person 
claimed to be a servant should exist. Further- 
more, something more than. the mere right of 
selection is essential for the relation. This 
right must be accompanied by the power and 
duty to control the alleged servant while in 
his employ; this, it is stated, is one of the 
principle tests of the relation. If workmen do 
not stand in such relation to the person 
sought to be charged as to make it his duty to 
control them, they are not his servants and 
he is in no sense responsible for their acts 
under the doctrine of respondeat superior 
And where a person employed is in the exer- 
cise of an independent and distinct employ- 
ment, and not under the immediate control, 
direction or supervision of the employer, the 
latter is not responsible for the acts of the 
former.” 


A hospital corporation should not be held liable 
for the negligence of an intern, resident physician, 
or trained nurse for performance of a profes- 
sional duty because a corporation has no right to 
practice medicine and the corporation or its offi- 
cers have no right to direct the manner of per- 
formance of the professional duty. A physician 
or trained nurse has superior satisfactory knowl- 
edge, and by reason of his or her professional 
calling is bound to exercise his or her best judg- 
ment for the good of the patient, without regard 
to the wishes of the employer. The employer has 
neither the moral right nor the mental backgound 
to direct the manner and performance of the 
work, 


The rule is different where the house physician, 
intern or nurse is under salary from the institu- 
tion, and at the time of the accident is not en- 
gaged in professional work, or work requiring 
professional judgment and skill. For example, if 
a house physician, while trundling a wheelchair 


August, 1941 


down the hallway strikes a visitor or patient, 
causing injury, there would be no question in my 
mind concerning the liability of the hospital. If, 
on the other hand, the house physician gives the 
patient more morphine than he can properly 
stand, the hospital corporation should not be held 
liable because it is not entitled to direct the man- 
ner of the work or decide upon its necessity. 


At one time the law in California seemed settled 
in accordance with the general principles that I 
have here laid down. Pilger vs. City of Paris 
Drygoods Co., Cal. App. 277, decided October 24, 
1927, seemed to settle the law. The City of Paris 
Drygoods Company was sued by Pilger for dam- 
ages on account of the alleged malpractice of a 
chiropodist employed by the City of Paris Dry- 
goods Company. At page 280, the court laid down 
the rule in clear and seemingly final language as 
follows: 


“The relation of master and servant or 
employer and employee exists whenever one 
person stands in such relation to another 
that the master or employer may control the 
work of the servant or employee and direct 
the manner in which it shall be done * * * 
and the essential elements are that the mas- 
ter or employer shall have control and direc- 
tion, not only to the employment to which the 
contract of employment relates, but of all its 
details * * *. (‘It is well settled that in order 
to hold the master responsible for the negli- 
gence of a servant he must have the power 
of supervision of the servant’s conduct. In- 
deed the words ‘master’ and ‘servant’ imply 
such power’ * * *.) There is no evidence that 
respondent in any manner controlled the 
work of the chiropodist’s business. As a mat- 
ter of law appellant could not direct or con- 
trol such work, not being a licensed chiropo- 
dist as required under the law of this state, 
which expressly requires a chiropodist to be 
licensed after having passed an examination 
and having pursued a course of study, and 
which law does not authorize the licensing of 
a corporation to practice chiropody. * * * 
Appellant must be held to have known the 
law and therefore to have known that a de- 
partment store could not practice chiropody. 


“The statute cited, after creating a board 
of medical examiners, provides ‘for the pur- 
pose of this act chiropody shall be held to be 
medical, mechanical or surgical treatment of 
the human feet,’ and defines surgical treat- 
ment as follows: ‘Surgicai treatment shall be 
held to mean the surgical treatment of abnor- 
mal nails, corns, callosities, bunions and 
other minor foot ailments, not involving the 
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bone structure.’ The same statute provides 
that a person in order to obtain a license as 
a chiropodist must have pursued a course of 
study, and also that any person practicing 
medicine in this state without at the time 
possessing a license issued in accordance 
with the act shall be guilty of a misdemeanor. 


“A corporation cannot be licensed to prac- 
tice chiropody and therefore cannot in con- 
templation of law be a master over a servant 
concerning whose acts it could have no power 
of supervision. 


“The statute requiring an examination as 
to the qualifications and knowledge of an ap- 
plicant to practice chiropody and requiring 
a license from the state board places him, 
in so far as the question of master and ser- 
vant is concerned, in the same category with 
lawyers, doctors, and dentists, and the au- 
thorities seem to be uniform that a corpora- 
tion can neither practice nor hire lawyers, 
doctors, or dentists to practice for it. ‘A 
corporation can neither practice law nor hire 
lawyers to carry on the business of practic- 
ing law for it, any more than it can practice 
medicine or dentistry by hiring doctors or 
dentists to act for it.’ * * * The legislature, 
in authorizing the formation of corporations 
to carry on ‘any lawful business,’ did not in- 
tend to include the work of the learned pro- 
fessions. (Such an intention, with the evil 
results that might follow, would require the 
use of specific language clearly indicating the 
intention. Recent legislation simply empha- 
sizes and protects the established policy of 
the state, and although EX POST FACTO, 
tends to show that no such object was in con- 
templation when the general term ‘lawful 
business’ was used in, the statute to author- 
ize the formation of business corporations. 
Business in its ordinary sense was aimed at, 
not the business or calling of members of the 
great professions, which from time out of 
mind have been given exclusive rights and 
subjected to peculiar responsibilities. * * *) 
No action for malpractice can be maintained 
against a corporation because of contract of 
employment of a physician. (As is said in 
Youngstown Park & Fall River St. R. Co. v. 
Kessler, 84 Ohio St. 74 (Ann. Cas. 1912B, 
933, 36 L.R.A. (N.S.) 50, 95 N.E. 509): ‘A 
contract to perform medical or surgical serv- 
ices by a corporation organized for the pur- 
pose of constructing, owning and operating 
a street railway, is not only ULTRA VIRES 
but is in strict conflict with the laws of this 
state regulating the practice of medicine and 
surgery, and is, therefore, void. Such a cor- 


poration cannot be directly liable for dam- 


ages for malpractice or surgery’. 


The question seemed further set at rest by the 
decision of the Supreme Court in Moody vs. Jn- 
dustrial Accident Commission, 204 Cal. 668, de- 
cided August 4, 1928. At page 671, the court used 
this language: 


“We have found but one or two cases in 
the reports of the various states involving 
the status of a graduate nurse. ‘Ordinarily a 
trained nurse, performing her usual duties 
with the skill which is the result of training 
in that profession, does not come within the 
definition of a servant, but rather is one who 
renders personal services to an employer in 
pursuit of an independent calling.’ * * * The 
professions of doctor and nurse are so closely 
allied that decisions applicable to one would 
appear to apply equally well to the other. In 
the great majority of instances the inference, 
that it is the implied intention of the parties 
to contracts for the services of a medical 
practitioner that he is not to be under the 
employer’s control with respect to the details 
of his work, is corroborated by the considera- 
tion that the employer is a person. who does 
not possess the technical skill which would 
qualify him to exercise such control, and that 
it would, for that reason, be highly inexpedi- 
ent for him to attempt to exercise it. (19 
A.L.R. 1186.) ‘There is no more distinct call- 
ing than that of a doctor, and none in which 
the employee is more distinctly free from the 
control or discretion of his employer’.” 

This would seem to have settled the case. In 
the Pilger case, the Supreme Court approved the 
decision by refusing a hearing and the decision 
to which we have just called attention was by the 
Supreme Court sitting in bank. 


However, the matter was not set at rest. The 
question was again considered in Inderbitzen vs. 
Lane Hospital, 121 Cal. App. 462, decided June 
23, 1932. This case, although decided four years 
after the Moody case, did not mention it. At 
page 466, the court said: 


“Respondents cite Pilger vs. City of Paris 
Drygoods Company, 86 Cal. App. 277, as 
establishing that a hospital corporation can- 
not be liable for the malpractice or other 
tortuous conduct of a physician. The case 
was one against a department store which 
had rented space to a chiropodist who injured 
the plaintiff’s foot in treating her. There is 
language in the case which could support 
counsel’s contention, although the case might 
well have been decided on the ground that the 
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chiropodist was a tenant and not an agent 
of the employee. However, both before and 
since the decision of the Pilger case, hospitals 
have been liable in this case for the tortuous 
conduct of physicians employed by them to 
furnish treatment to their inmates; and there 
is substantial authority from other jurisdic- 
tions to the same effect.” 


One of the cases relied upon in the Inderbitzen 
decision was a case where the Southern Pacific 
Railway was held liable for the negligence of one 
of its hospital physicians. In another of the cases 
cited, Bellandi vs. Park Sanitarium, the acts 
charged as having been negligent were not strict- 
ly of a professional nature. A physician and his 
assistants were held to have used undue force in 
overcoming a man suffering from mental dis- 
orders. However, the rule stated appears in the 
books. 


What is perhaps the last and best decision. on 
the subject is Ware vs. Culp, 24 Cal. App. (2nd) 
22, decided December 10, 1937. Hearing denied 
by the Supreme Court February 7, 1938. Here, a 
special night nurse not paid by the hospital was 
called in to care for a patient. While the patient 
was under her care, she suffered severe hot water 
bag burns. The trial court entered judgment 
against the hospital, an appeal was taken, and 
the judgment reversed. The matter was volumi- 
nously discussed (at pages 28 to 30) as follows: 


“It is unreasonable to assume that a physi- 
cian or a professional nurse is subject to the 
direction and control of the administrative 
officers of a hospital with respect to their 
professional care and treatment of a patient. 


“To the same effect is the case of Payne v. 
Santa Barbara Cottage Hospital, 2 Cal. App. 
(2nd) 270 (87 Pac. (2d) 1061), where there 
was a judgment against the hospital for the 
negligent failure on the part of a trained 
nurse to remove from the abdomen of a 
patient upon whom an operation was per- 
formed, a “toothpick applicator” before the 
incision was closed. That judgment was re- 
versed on the ground that the hospital was 
not liable for damages. It is there said: 


“*The hospital, if it furnished the tooth- 
picks as plaintiff contends, sent them to a 
professional (nurse) employed by plaintiff to 
care for him. .. . It cannot rightly be said 
that defendant or its employees should have 
anticipated that the nurse or physician would 
voluntarily use an. unfit appliance in caring 
for the patient’s wound.” 


“In the last-mentioned case, a hearing was 
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denied by the Supreme Court. The facts of 
that case appear to conform to the present 
case in principle. In this case the hospital did 
supply the electric pad which caused the in- 
jury. It is not contended the pads were defec- 
tive. The only evidence in that regard is to 
the effect that they were not defective. They 
were merely used by the special nurse im- 
properly by applying them to the leg of the 
plaintiff for too long a period of time. That 
was clearly the professional dereliction of the 
nurse over whom the administrative officers 
of the hospital had neither the control, nor 
the right to direct her conduct in that regard. 
Clearly the hospital is not liable for such con- 
duct over which it possessed no authority. In 
that regard the nurse was not acting as the 
employee of the hospital. 


“In the case of Timbell v. Suburban Hos- 
pital, Inc., 4 Cal. (2nd) 68 (47 Pac. (2d) 
737), the plaintiff sued both the hospital and 
a special nurse for injuries received while 
she was a patient in the hospital, by being 
burned by the application of a hot-water 
bottle. A jury returned a verdict in favor of 
the nurse, but against the hospital. On ap- 
peal the judgment was affirmed on the theory 
that the plaintiff was burned through the 
negligence of ‘an employee of the hospital’ 
and not by the act of the nurse. The courts 
said: 


‘It must be assumed that the jury con- 
cluded that the injury occurred AT THE 
INSTANCE OF THE REGULAR EM- 
PLOYEES OF THE HOSPITAL WHO 
HAD CHARGE OF THE PATIENT 
WHEN MISS LANE WAS NOT PRES- 
ENT.’ 


“The question as to whether that finding 
was supported by the evidence was not raised 
on appeal. It is not discussed. We must as- 
sume there was ample evidence in that case 
to support that finding. It is there assumed 
the special nurse was employed by the plain- 
tiff’s physician, and not by the hospital. The 
circumstances of her employment were simi- 
lar to those of the present case. There is 
nothing in that case in conflict with what we 
have previously said regarding the responsi- 
bility of a general hospital for the negligence 
of a special nurse who is employed by a pa- 
tient therein. 

“(4) The doctrine of RES IPSA LOQUI- 
TUR cannot aid the plaintiff under the cir- 
cumstances of this case. Notwithstanding the 
fact that the hospital furnished the electric 
pads, they were under the exclusive control 
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of the doctor and the special nurse, after she 
took charge of the patient. There is no evi- 
dence that any general nurse or employee of 
the hospital undertook to direct or control 
their use after the special nurse took charge 
of the case. There is no evidence that such 
employees even entered the room of the pa- 
tient thereafter or knew anything about the 
manner in which the electric pads were being 
used. The undisputed evidence is that the 
injury occurred after 5 o’clock in the morn- 
ing while the special nurse, Mrs. Hull, was in 
absolute charge and control of the patient 
and of the use of the electric pads. The court 
so found. There is no room for the applica- 
tion of the doctrine of RES IPSA LOQUI- 
TUR under such circumstances.” 


In the Pilger case, the matter of respondeat 
superior was put up squarely to the court and the 
court held what I think clearly should be the law. 
The question was not presented fully and directiy 
in the other cases, although the Inderbitzen case 
comes out flatly for the opposite rule. Ware vs. 
Culp, as I have said, lays down the rule that 
should clearly relieve the hospital from liability 
for negligence in the performance of strictly pro- 
fessional duties by physicians and nurses, even 
though they are employed by the hospital. 


It is impossible for anyone to say what the hold- 
ing of the court will be when the matter next 
comes up, although, as I see it, if the court fol- 
lows its last decision, the holding should be that 
professional people, in the performance of their 
duties, are not servants of the hospital. With 
these thoughts in mind, we may turn to the con- 
sideration. of certain smaller and more specific 
problems. 


IV 


Liability of Hospital Where House Officer, Intern 
or Nurse Is Assisting or Acting Upon the 
Orders of a Private Doctor 


Generally, the responsibility for the operation 
is upon the attending surgeon, who is in charge 
of the operation. The general rule was cited by 
the Supreme Court of Oklahoma in Randolph vs. 
Oklahoma City General Hospital, 71 Pac. (2nd) 
607, 608, as follows: 


“In the instant case the plaintiff went to 
the El Reno Sanitarium for an operation. 
The operating surgeons, the defendants in 
this case, went there to perform the opera- 
tion. In the performance of the operation, 
the hospital permitted and the surgeons con- 
sented to use its general employees to assist 


the surgeons in the performance of the oper- 
ation.. While the head nurse and her assist- 
ants were the general employees of the El 
Reno Sanitarium, they were nevertheless, 
during the time required for the actual op- 
eration, under the direction and supervision 
of the operating surgeons, and were the serv- 
ants of the operating surgeons in respect to 
such services as were rendered by them in 
the performance of the operation, and for 
any negligence on the part of such employees 
in the performance of such services the oper- 
ating surgeons are liable.” 


“Also in the case of Emerson v. Chapman, 
Jr. 1388 Okl. 270, 280 P. 820, it was said: 
‘* * * such surgeon is liable to the patient for 
any negligent act of the nurse or nurses while 
said nurse or nurses are under the immediate 
supervision and control of the operating sur- 
geon.’ 


“* * * Thus we see that even though the 
nurse was in the general employ of the hos- 
pital, she was the immediate servant of 
plaintiff’s doctor and that so long as she was 
under the doctor’s immediate supervision the 
hospital was not responsible for her actions.” 


This same rule should be applied to interns and 
house physicians. 


V 
Precautions Against Suicide and Injury to Self 


Here the situations that have arisen are so dif- 
ferent, that it is difficult to lay down any general 
rule that will be helpful. It is claimed that one 
patient received too much sedative. Another pa- 
tient suddenly and unexpectedly becomes deliri- 
ous; another patient leans too far out of bed and 
falls to the floor. In each case, a suit is brought. 
The only question is, did the hospital authorities 
possess and exercise the required degree of care. 
In order for one to be negligent, it must be the 
case that he knew, or should have known that 
something was about to happen. Usually, the 
courts say that in any given case it is for the jury 
to decide. 


In Dierfel v. Dorr, 186 S.W. 62 (Ark.), a pa- 
tient was operated on for an abscess of the liver. 
No special nurse was contracted for. Apparently 
the physician did not expect him to become de- 
lirous and there was no evidence that he did. He 
was conscious when last seen in his room by the 
nurse. While she was away he walked over to the 
porch and fell off. He was conscious when he was 
found on the ground.and stated that he did not 
know what happened. The court laid down the 
general rule in the following language: 
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“The keeper of the hospital is liable for 
damages if he fails to perform some duty 
which he owes to the patient, and the patient 
is injured as a result of this failure. The ex- 
tent and character of his duty depends on 
the circumstances of each particular case. A 
jury would be warranted in assuming that a 
patient will need some care and attention. 
from the very fact that he placed himself, or 
is placed, in the institution and as appellees 
were in sole charge of this sanatorium, and 
Dierfel was their patient, it was their duty 
to give him reasonable care and attention and 
to have knowledge of the necessities of his 
case which would result from this care and 
attention and from the possession of ordi- 
nary skill in his treatment. Appellant had 
not contracted for the services of a special or 
individual nurse, but that fact did not absolve 
appellees from the discharge of their duty to 
Dierfel. It is true it would have been the 
duty of a special nurse to have given Dierfel 
individual attention, but it was necertheless 
the duty of appellees to see that Dierfel had 
such attention as his condition apparently 
made necessary.” 


In Hogan vs. Clarksburg Hospital, 59 S.E. 943, 
an epileptic patient was in a room heated by an 


open gas grate. While the nurse was out of the 
room for a little while he got up, his nightgown 
took fire, and he was severely burned. It was held 
that the case was for the jury. 


In Robertson vs. Charles B. Towns Hospital, 
165 N.Y.S. 17, a patient was entered in the hos- 
pital for alcoholism on March 11, 1915. From 
then on until March 14, 1915, there was no evi- 
dence of delirium or unsound mind. There was no 
evidence of suicidal mania. One of the physicians 
at the hospital had his office about two doors from 
the patient’s room. The physician’s attention was 
first directed by a noise and he went into the pa- 
tient’s room. The patient had a screen in his 
hand and charged that his roommate was going 
to kill him. He was subdued by persuasion and 
Seemed calm. He asked the privilege of going to 
the lavatory. When he arrived there it was occu- 
pied. He had to wait for a few minutes. He en- 
tered the lavatory and a female nurse suggested 
that the physician should follow. The physician 
entered and about that time the patient plunged 
through the window. The physician seized him 
but was unable to hold him. He fell to the ground. 
It was held that: the case was for the jury, and 
the court said: 


“It is the duty of the owner of a sanitarium 
conducted for private gain to use reasonable 
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care and diligence, not only in treating, but 
in safeguarding a patient, measured by 
the capacity of the patient to provide for his 
own safety. In the discharge of this duty, 
physicians and nurses possessing that rea- 
sonable degree of learning and skill that is 
ordinarily possessed by persons similarly en- 
gaged, must be employed and they must act 
with reasonable care and diligence. 


“The case is barren of evidence that con- 
scious suicide should have been foreseen. 
There is, however, evidence that the patient 
had a delusion. that his roommate had a de- 
sign to kill him, and it is inferable that he 
shook the window screen in his bedroom in 
an attempt to escape from his imaginary as- 
sailant. There is evidence that he had alco- 
holic delusions, and that fear of bodily harm 
and an impulse to escape an imaginary foe 
are characteristic of these delusions. There 
is evidence that the delusion may manifest 
itself, disappear, and shortly recur. There is 
evidence that he was placed in a room with a 
guarded window. 


“We think the evidence recited presents a 
question for the jury as to whether the phy- 
sician or the nurse should not, in the exercise 
of the requisite skill and care, have foreseen 
such a casualty and protected the decedent 
from the unguarded window in the bath- 
room.” 


In Gardiner vs. Newman Hospital (Ga. 1938), 
198 S.E. 122 the plaintiff had been operated upon 
for a fistula. The nurse brought an old electric 
fan to her room and set it in motion. After it 
had been in motion about an hour and a half it 
went to pieces and as it did so caused a loud noise. 
Plaintiff alleged that because of the noise she 
jumped and pulled the stitches in her incision. 
She further alleged that defendants knew or 
should have known that the fan would break and 
that the noise would disturb her. It was held 
that a cause of action was stated. 


In Slausfield vs. Gardner, 193 S.E. 375 the 
court said: 


“A private hospital in which the patients 
are placed for treatment by their physicians, 
and which undertakes to care for the patients 
and supervise and look after them, is under 
the duty to exercise such reasonable care in 
looking after and protecting a patient as the 
patient’s condition, which is known to the 
hospital through its agents and servants 
charged with the duty of looking after and 
supervising the patients, may require.” 





Relationship Between Purchasing Agents 
and Sales Managers 


C. O. AUSLANDER 


tion of my own personal opinions and observa- 

tions of the relationship which exists between 
the purchasing agent and the sales manager, with 
a few suggestions for improving sales policies, 
methods, and service. 


[’ THIS discussion I will give a general summa- 


Please bear in mind that the following is the 
observation of a purchasing agent, with thoughts 
that may be biased and partial, some of my ideas 
may even be impractical from a sales point of 
view ; however, I will try to outline a broad pic- 
ture of what we men in the purchasing field like 
and dislike. 


What I have to say is general, and is very ap- 
plicable in its scope and treatment to not only the 
hospital field, but the industrial field as well. 


Just as manufacturers hold conferences with an 
express basic purpose in mind—to promote in- 
creased sales of their merchandise—purchasing 
agents are banding together in various associa- 
tions. with the express purpose of setting up 
standards on how and what to buy. 


Purchasing in the large portion of our hospitals 
is done by the superintendents. There has, how- 
ever, been a constant growth and recognition of 
the importance that purchasing plays in the 
proper management and operation costs of a hos- 
pital. More and more, purchasing is being placed 
in a separate department, under the supervision 
of a trained and experienced purchasing agent. 


The Essentials of a Successful Sales Policy 


No sales policies can be successful unless ade- 
quate consideration is given of how to work with 
and satisfy the purchasing agent. Many consider 
the purchasing agent a hard, unreasonable, cold- 
blooded animal who treats all salesmen with sus- 
picion and antipathy. That is seldom true. The 
purchasing agent is, by habit and training, cau- 
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tious and conservative. His duty is to withstand 
the blandishments, persuasiveness, and the pres- 
sure of sales organizations and at the same time 
try and preserve their good will and respect. I 
once heard a man say that a certain buyer could 
say “No” in such an enchanting manner that the 
salesman did not realize he had not received the 
order until he was out of the office. 


What Constitutes a Successful Buyer 


A successful buyer, moreover, must be conser- 
vative, yet progressive. He must analyze the costs 
of commodities with accurate knowledge of the 
volatile factors of quality, source of supply, and 
the economic trend. 


He has learned to his sorrow and from long ex- 
perience, how and where to say “No.” He is just 
as anxious to give a nice fat order as salesmen are 
to receive it, but he knows that it is his responsi- 
bility if the material is not used or is not satisfac- 
tory—and he also knows that he is to blame if 
material is required, but not available. He has 
taken it on the chin for responsibility of over and 
understocking so many times that he has become 
calloused to the supply man’s plea for bigger and 
better orders. 


The Close Relationship Between Buyer and Seller 


The relationship between buyer and seller is 
today a closer bond than ever before. There is 
the realization on the part of the buyer that every 
seller can broaden his knowledge of some specific 
commodity or product. That the time may come 
when an additional source of supply will be an 
urgent requirement. On the part of the seller 
there has grown a spirit of friendly cooperation— 
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believe it or not—based upon a better understand- 
ing and a newborn respect of and for the intri- 
cate problems of the buyer. The service of the 
seller is becoming more of an intelligent and edu- 
cational presentation of his products, which as- 
gists the buyer in the procurement of the material 
or commodity best suited for the specific service 
required. There is today more “buying” and less 
“selling.” 


It would be an interesting and enlightening ex- 
periment if, for a month, we could adopt Thorne 
Smith’s idea of “Turn About,” and let the sales 
organizations take the place of the buyers and 
vice versa. It would be a Roman Holiday and a 
revelation to the salesman. For the first week he 
would dispense orders with a lavish hand, but by 
the end of the month, if he had not been fired, he 
would begin to have the pinched, harassed look 
of many a purchasing agent. 


The purchasing agent for the first week would 
be like a bird out of a cage—until he got hungry, 
and then he would start tramping the concrete 
and warming benches. If he lasted the thirty 
days he would wind up with blisters and corns 
and a new respect for the sales profession as well 
as a firm resolve to be more tolerant in the future. 


The Purchasing Group Organizes 


Sales organizations band together to improve 
their sales—to plan how to sell and still make a 
profit—purchasing agents band together to im- 
prove their knowledge of how to buy, setting up 
standards for merchandise and how to buy as eco- 
nomically as possible. 


As a member of various purchasing groups and 
through my associations with many leaders in the 
purchasing field, it is my belief that a set of stand- 
ards set up by a sales force, and a set of buying 
standards set up by a purchasing group, need 
never clash, but rather could and should be made 
to clarify what is being sold and what is to be 
purchased. 


Misbranding Merchandise 


Years ago some industries placed on the market 
products which were mis-branded, sold at exorbi- 
tant prices, and with undue claims made on what 
the products could accomplish. It is axiomatic in 
every business that it is seldom within the fold or 
group of each individual business that most im- 
provements or changes are made. It is human 
nature to ride along with the tide and get all you 
can. This has proven true in the drug and patent 
medicine field, in the meat industry, to mention 
only a few businesses, and likewise in the insecti- 
cide and disinfectant field. Practically every 
group of business has used some means of ex- 
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ploiting and fooling the consumer with false and 
exaggerated claims. 


Changing Unhealthy Sales Methods 


It is, and has always been, the external pressure 
of outside bodies and groups, either the buying 
public or competitors, which produced the changes 
and modifications of unhealthy practices which 
existed in any one particular group. 


Due to the mis-labeling and exaggerated claims 
in the drug and patent medicine field, the Food 
and Drug Act was passed, to protect the buying 
public. This was likewise true in the meat indus- 
try. In the insecticide and disinfectant field, due 
to abuses of which you are all acquainted, the Jn- 
secticide Act of 1910 was passed. 


I could go on and on mentioning dozens of busi- 
nesses where improvements and changes were 
made to eradicate near-sighted sales policies, all 
to better protect the consumer of the products. 
Invariably each industry fought the changes, but 
progress in protecting the public has changed 
from being looked upon as a social phenomenon or 
indication of a tendency to be a thinking pink, to 
a realization that it is smart business, and smart 
thinking to merchandise and sell without exag- 
geration and distorted claims and practices. 


Guiding the Consumer 


As a result of the natural tendency of near- 
sighted business men to foist upon the public, 
products which are sold under false and mislead- 
ing claims and branding, birth was given to a 
movement, reflected in a couple of publications 
called the Consumers Digest and Consumers Bul- 
letin. These publications have attempted and are 
attempting to put the public wise on what is and 
what is not a good buy. Whether they are right 
or wrong in their specific endorsements or in- 
dictments of many advertised products, I am not 
in a position to properly judge. However, it is my 
opinion that the publishers and editors are as 
human as the manufacturers they often criticize 
—they are sometimes right and sometimes wrong. 


Manufacturing Standards 


What is more interesting and important to me 
is the continued growth and pressure of outside 
and external forces which act as a check and are 
gradually forcing manufacturers to set up such 
standards on quality, branding, advertising and 
prices that in due time it will gradually eliminate 
such unhealthy practices which will exist in our 
present selling minds. 

All these things have come to pass because of 
the human failing and insufficient foresight on the 
part of manufacturers, in not setting up proper 
standards and policies, in their own industries. 
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Policies and standards that would look towards 
a healthier future instead of a “grab an order as 
you go” business present. 


Buying Sanitation Supplies 


The estimated purchases of products vitally 
necessary to health and sanitation in institutions 
and hospitals run to about 10 per cent of a dollar 
spent in purchases—and the total purchases for 
hospitals run well over $3,750,000.00 per year. 


There are a few things we purchasing men 
would like to know when buying sanitation sup- 
plies— 


We would like to know when we are buying 
a cleanser, that it is Tri-Sodium and not Four 
Ex, Magic, Ultra Colossal, Dirt Eradicator. 


We would like to know that products are 
sold for what they are, with the ability to do 
a certain job economically and well. 


We would like to be told more facts and 
less romantic verbiage in the literature we 
receive. 


We would like to know if your merchandise 
is sold to us on a basis of meeting U. S. Gov- 
ernment standards for the products, or even 
better. If you yourself grade your merchan- 
dise by its ingredients and its ability of per- 
formance. 


We would like to receive literature of an 
educational nature, which would be specific in 
the contents of your merchandise, what it can 
do in performing a certain job, and what 
first are presently using your products. 


We would like to receive a folder which 
would be marked “Sanitation Information” 
that would hold 814 x 11 bulletins or descrip- 
tive literature on the products you people 
make. I can assure you that educational ad- 
vertising literature would be religiously filed 
and referred to if it was offered to the pur- 
chasing body. 


Do not wait for a purchasing group to set stand- 
ards of requirements for you, but get them started 
yourself, 


There probably will always be fly-by-night out- 
fits who will continue to manufacture, misrepre- 
sent, and exaggerate about sanitation products, 
but by following an educational campaign by your 
association which represents the leading manu- 
facturers, you will in time stamp out the malprac- 
tices of the pests that infest your industry. 


The question may be asked—“If sanitation and 
disinfectant supplies were marked for what they 
are, what ingredients they are made of, then 
might not institutions and hospitals make them 
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themself, and thus cut off a revenue of sales which 
may be due to a present lack of knowledge on 
how to make these products?” To the very few of 
you who may have this thought, let me assure you 
that the chemists and research departments at 
the hospitals are quite capable and can easily 
duplicate vractically anything you men manufac- 
ture. However, it is our business to treat and 
cure the sick—to have our research men spend 
time developing cures to exterminate disease and 
sickness. It will always remain profitable for 
manufacturers to make and sell merchandise to 
us and it will always be profitable to buy their 
merchandise and not make it ourselves, providing 
the merchandise is made to meet fixed high stand- 
ards of quality and performance, and the selling 
price permits a reasonable—not extortionate profit 
to the manufacturer. Only due to the fact that 
manufacturers have in the past, and many in the 
present, tried to take advantage by foisting cer- 
tain high-priced and poor quality sanitation prod- 
ucts on institutions, that we hospitals in turn, not 
wishing to be taken advantage of, have gone to 
the bother of making up our own soaps, our own 
insecticides, etc. 


The solution for stopping institutions from the 
practice of making some of their own sanitation 
supplies and to encourage a greater use of many 
of your products is to work with us—and not try 
to work us. 


It should be a simple matter for your industry 
to make it unprofitable for institutions to engage 
in the manufacture of your products. When I say 
your products should be sold to us at a reasonable 
and not exorbitant profit, I mean just that. Be- 
cause, we in the purchasing field, condemn exorbi- 
tant prices for merchandise as much as we con- 
demn the practice of many firms of price cutting, 
to a degree where profit vanishes entirely, merely 
to get an order—all done with an attempt to tem- 
porarily squeeze out a competitor salesman or 
firm. 


Creating and Holding Good Will 


To build and gain the good will and cooperation 
of hospitals, I would recommend the following: 


Let this Association of Insecticide and Disin- 
fectant Manufacturers, Inc., by an educational 
campaign, acting on its own, for the ultimate 
benefit of its members, approach key institutions, 
outlining their purpose to clear up the mystery 
that surrounds almost all cleansing products, and 
enlisting the aid of these key institutions to co- 
operate to the extent of furthering the standard- 
ization of products used. 


One item can be taken at a time, and when the 
institution’s promise of aid has been given, have 
a committee act for the Association in setting up 
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simple questionnaires fully covering all pertinent 
information as to the use and performance, and 
also requirements in an attempt to standardize on 
a product or products suitable for their needs. 


The advertising value alone, which can be de- 
rived by this standardization, is many times worth 
the cost and effort in arriving at this standard. 
This acceptance, by key institutions of the requi- 
sites of a certain product, for a certain specific 
function, would, I am sure, carry considerable 
weight if brought to the attention of other pur- 
chasing agents. This can even be broken down 
to specific institutions and industries, such as hos- 
pitals, office buildings, dairies, etc. 


The Iniquity of Trick Advertising 


Another thing, avoid trick advertising—the al- 
leged humorous stuff. A _ particularly smelly 
piece of direct mail was issued by a laboratory 
manufacturing an odorless deodorant. It was an 
accordion folded affair. On one of the folds was 
a picture of a skunk. Another showed the skunk 
seated beside the chair of a girl. A subsequent 
picture showed the girl dusting under her arm, 
with the skunk lying dead at her feet. That is the 
kind of advertising that does not register. 


It would be a fine educational venture on the 
part of your Association to issue a file folder with 
the legend “Sanitation” on it—and then follow 
with regular bulletins on cleansers, insecticides, 
deodorants, polishes, etc. On the inside of the 
file folder could be listed the manufacturers and 
jobbers in this organization. You may be assured, 


a folder like this would be given file space and 
consulted regularly by the purchasing agent. 


Along educational lines—we might take a leaf 
out of the promotional program of the meat in- 
dustries who supply schools and colleges with 
charts for class room work. What powerful charts 
could be devised for your industry. What a dra- 
matic story could be painted, and what better field 
could we find than our educational institutes to 
drive home the need of your goods and services. 


Educational Programs 


The Associations of the country are doing fine 
educational jobs. One outstanding example is the 
ice industry. In the face of the devastating com- 
petition of mechanical refrigeration—they are at 
present managing to hold and even to increase 
the use and sales of ice. 


I feel certain that if your industry would fur- 
ther develop your public relations department it 
would go far in further educating your actual and 
potential market, on the whys, wherefores, and 
musts in buying and using your products. 


Your industry has an unlimited fund of mate- 
rials that would make for interesting news re- 
leases and informative articles, that would find 
appreciative acceptance by publications in the 
trade fields—as well as by newspaper and maga- 
zines of a general nature. 


Work with your buyer by an educational pro- 
gram. Set high standards for your merchandise 
—and your merchandise will be sought and 
bought! 
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Electric Hound Tracks Radium 


There has just been announced an improved 
“electric hound” for tracking down lost specks of 
radium and the detection of stray x-rays. 


With a nose made of wire screening and a metal 
rod, and a head full of radio tubes and wires, the 
“radium hound” can find as little as a tenth of a 
millionth of an ounce of radium by tuning in on 
the rays sent out by the radioactive substance. 


Most frequently, lost radium turns up on dump 
heaps, in sewers or in garbage, since it is not un- 
common for this valuable material to be thrown 
away with surgical dressings which have held it 
in place during radium treatment. 


On a few occasions radium has been recovered 
from ashes of furnaces and in one case a bit of it 
was found in the cuff of a doctor’s trousers, where 
it had dropped accidentally. 


Probably the most interesting example of all is 


August, 1941 


the one in which lost radium was found inside a 
pig. Apparently a nurse accidentally threw away 
the radium—valued at $3,000—as it clung to a 
piece of adhesive tape. When a search was made, 
it was discovered that the rubbish from the hos- 
pital had been taken to a farm many miles from 
the city. With the help of a detecting device—an 
electroscope in this case—rubbish piles on the 
farm were searched. But their search was in 
vain until a large herd of swine wandered past 
the instrument. By a process of elimination, they 
found the pig which was radioactive, had him 
butchered and recovered the radium. 


The high voltages developed by the modern 
x-ray have rendered proper protection against 
stray more difficult and complicated and increased 
their danger if not adequately shielded. This new 
instrument will provide a convenient and depend- 
able means of testing all x-ray shielding for 
“leaks” in the protective system. 





Out-Patient Department—lts Problems 


GEORGE L. WESSELS, M.D. 


number of problems in the out-patient 

department is proportional to the inade- 
quacies of its organization. Without being trite, 
we may be permitted to observe that as the or- 
ganization of the department is improved the 
number of problems is diminished. 


‘a S WITH all departments in a hospital, the 


Dual Purpose of the Out-Patient Department 


It would not be amiss to regard the out-patient 
department as an entity serving as a subordinate 
hospital, differing only from its present institution 
in that it serves the ambulatory patient. Unfor- 
tunately, the average out-patient department in a 
hospital has not been a planned creation but was 
developed as a means to allow indigent patients, 
who were not sufficiently ill to be hospitalized, to 
receive medical and minor surgical care. 


Even today many smaller hospitals, especially 
in the outlying districts, have no out-patient de- 
partment and the care of the indigent evolves 
upon the physicians in the community. Each 
physician cares for a number of non-paying 
patients. As the burden of indigent care becomes 
greater, the solution of the problem is found in 
the establishment of a so-called free clinic. Thus 
is created an out-patient department whose dual 
purpose is to relieve the doctor as well as to assist 
the community. From this apparently unsatisfac- 
tory state to the creation of an organized out- 
patient clinic, as we know it in the larger hos- 
pitals, we find various gradations of organization 
and management with their attendant problems. 
Consequently, it would be more practical to dis- 
cuss our problems in a broad sense, laying down 
basic principles which we hope can be applied with 
various modifications to meet individual needs. 


Determining the Patient’s Indigency 


Problems arise only as we fail to meet the needs 
that the free clinic is to fulfill, What are these 
needs? The out-patient department exists, first, 
to serve the indigent sick who do not require in- 
hospital attention. To do this we must know who 
are actually indigent. We have found the most 
satisfactory answer to this question in a well- 
organized, smoothly operating, medical social ser- 
vice department headed by a capable department 
head. Where the chief social service worker is 
capable and well-trained, abuses by non-indigent 
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sick patients are reduced toa minimum. The time 
to determine a patient’s acceptance in the free 
clinic is when he applies the first time for treat- 
ment and not after he has once been accepted. 


Once the patient is accepted, his proper care 
with a minimum expenditure of money is essential. 
This, therefore, brings up the next need for the 
proper management of the free clinic; namely, its 
medical organization. 


The Department’s Medical Organization 


The medical organization should be arranged so 
that one of the major problems confronting the 
economical management of the clinic can be met 
successfully. In order to expedite the steps neces- 
sary to come to a proper diagnosis of the patient’s 
illness and to outline treatment, duplication of 
services must be eliminated. 


In order to bring about proper medical manage- 
ment—and we use the term medical in its broadest 
sense, implying all divisions of both the medical 
and surgical branches—we have found it advan- 
tageous to divide the clinic into four main divi- 
sions; that is, medical, surgical, orthopedic, and 
the specialties. Each has a departmental head 
who outlines policies to be followed and assists the 
physicians working in the clinic with settling 
questions of proper procedures to be pursued. 


The departmental heads in the clinic are either 
members of the senior or the associate staff of the 
hospital, who had spent a specified number of 
years working in the clinic. The purpose of this 
arrangement is to facilitate the various cases 
being directed to the proper specialized depart- 
ments. All non-surgical cases are directed to Gen- 
eral Medicine where complete histories and physi- 
cal examinations are pursued. Then, at the dis- 
cretion of the examining physician and depart- 
mental head, the patient may be referred to the 
various specialties for diagnosis and treatment, 
always returning to General Medicine unless his 
case is one limited to a definite specialty requiring 
prolonged treatment. 
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We realize that this is a policy which is gen- 
erally employed by almost all hospitals but we 
believe that emphasis on this basic principle of 
procedure is essential if we are to avoid that costly 
and time-consuming fallacy of duplication of ser- 
vice. Adherence to such a policy reduces the cost 
per patient, facilitates proper care of the patient, 
and eliminates intramural friction which so often 
tends to be a disrupting force in any organization. 


The Free Clinic as a Subordinate Hospital 


At the outset we referred to the free clinic as a 
subordinate hospital which, in truth, it is. To it 
is delegated a service which cannot be met by the 
hospital proper, yet it is wrong to think of it as 
an isolated, unassociated service. We are there- 
fore reluctant to call it a free clinic, though we 
have referred to it as such because of popular 
usage. Our out-patient department is designed to 
act as the intermediary between in-patients leav- 
ing the hospital who require follow-up care and 
out-patients whose condition requires in-patient 
treatment. Between these two groups we have 
that vast number of ambulatory patients who fall 
into neither category but from whose group some 
of the patients to be accepted for admission to the 
hospital are secured. This raises the question as 
to how to best care for a patient who was formerly 
an out-patient for a period of time and then be- 
comes an in-patient. 


No doubt many laboratory procedures and vari- 
ous consultations and subsequent expressed 
opinions have already been recorded on the out- 
patient record. When a former out-patient is thus 
admitted, a special note should be made regarding 
the patient’s previous history and an abstract of 


pertinent data should be included in the hospital 


record. Thus the patient is not unnecessarily sub- 
jected to repetitious tests, the laboratory is not 
unduly burdened, the cost to the hospital is de- 
creased, and his period of hospitalization is les- 
sened. Conversely, when a patient is discharged 
from the hospital, a resume of the in-patient’s 
findings is incorporated in the out-patient record 
in order to once again obviate the possible repeti- 
tion of work accomplished during his in-patient 
period. 


The Admitting Physician 


It has been our experience that in order to bring 
about a minimum amount of friction between the 
out-patient staff seeking to have patients admitted 
to the hospital and the attending hospital staff 
and hospital management, the establishment of an 
admitting physician has been quite a boon. The 
admitting physician acts as a liaison officer be- 
tween the out-patient and in-patient divisions. He 
18 conversant with the available facilities and 
arranges the order of admission according to their 
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urgency and in accordance with the immediate 
beds available as well as with the potentially avail- 
able bed space. This particular problem has 
always been such a definitely sore spot between 
the staff and management that it is entirely un- 
necessary to emphasize it. Mention is made of it 
because its solution is a relatively simple one and 
worthy of a trial. 


Educational Values of Out-Patient Department 


The practical problems raised in the conduct of 
an efficient out-patient department are not the 
only important ones with which the hospital man- 
agement should concern itself. There are valuable 
academic questions which arise whose proper 
solution is reflected in enhanced medical knowl- 
edge. Anything that works for the betterment of 
medicine acts as an aid to improved medical care. 


In the out-patient department the turnover is 
great. The usual number of patients seen may be 
double or triple the annual number seen as in- 
patients. Consequently, we have a veritable store- 
house of available clinical problems that require 
solution. Arrangement of the cases in the clinic 
so that they may be made available for study is 
of major importance. This brings us to a con- 
sideration of a usual failing of members of the 
attending staff in the out-patient department and 
that is to make a written record of the first im- 
pression gained of the patient’s condition with a. 
subsequent final diagnosis after all studies are 
completed. Unless this is done, it becomes im- 
possible to collect data as to the number of cases 
of a specific disease that were seen. 


It also precludes the calling in of certain groups 
of patients with a common physical disturbance 
so that they may be studied for purposes of ac- 
quiring data regarding newly-discovered diagnos- 
tic points or to learn their response to newly- 
acquired modalities. Insistence upon the noting 
of a diagnosis serves the double purpose of aiding 
the attending physician to check on his primary 
impression and adds cases that may be made avail- 
able for future clinical investigation. It tends to 
remove the out-patient department from its out- 
moded service of a pure dispensary of pills and 
potions—for it formerly was known as the Dis- 
pensary—and makes of it an integrating factor 
essential to the conduct of a well-managed modern 
hospital. 


This discussion is designed to present a con- 
structive review of the problems that beset the 
out-patient department as we see it today. It is 
our sincere hope that some points have been suffi- 
ciently clarified to act as a provocative force that 
may lead to constructive action toward the end 
that better service may be rendered by and 
through this department. 
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Personnel Problems in Small Community Hospital 


MILDRED F. WALKER 


competent personnel should not be a problem 

because of the size of the hospital. Instead, 
it is a problem because of the size of the commu- 
nity or the location or general situation in which 
the small hospital finds itself. This initial state- 
ment is made on the premise that the small hos- 
pital is concerned with the same kind of service 
as the large hospital; that there can be no devia- 
tion from or compromise with a standard that 
means adequate care to the sick, which must be 
governed by the types and conditions of cases each 
hospital is called upon to serve. It must then fol- 
low that those required to render this service must 
be equally qualified and competent, whether em- 
ployed by the large or the small hospital. 


G compete the small community hospital with 


The problem for us in small hospitals is really 
the problem of the small community or the larger 
community removed from centers of training, 
which emphasizes the lack of resources from 
which to draw personnel—both general and tech- 
nical. 


Securing Competent Personnel 


Methods and sources for seeking out persons 
for employment from the standpoint of personal- 
ity, capacity, training and aptitude for various 
tasks will vary with each locality. However, hav- 
ing utilized the best sources in our own communi- 
ties, we are still faced with the fact that we rarely 
will be able to employ an individual familiar with 
duties or methods involved in the performance of 
a particular job in a hospital. Training, there- 
fore, individually or in groups, according to a 
planned and definite program for each type of job 
is the only way to provide a staff of personnel 
that will function efficiently and give to the pa- 
tient and to the community the type of service 
that should be expected, and in keeping with a 
high standard of care. Because this has not yet 
been accomplished at our own institution, I am 
more keenly aware that it is necessary to have a 
program carefully planned in detail for each cate- 
gory of work, with instruction systematically car- 
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ried through, in order to develop high standards 
of service. Every person in a supervisory post 
must then be well informed in the details of all 
jobs falling under his or her jurisdiction, and must 
be a teacher by inclination and capacity. 


Where and how to find competent technical per- 
sonnel—record librarians, anesthetists, techni- 
cians, nurses and nursing supervisors—is un- 
doubtedly more difficult than for general em- 
ployees. I am brought to the conclusion that our 
real solution lies, first in stimulating promising 
individuals within our own institutions and com- 
munities to seek training for the posts we have to 
offer. I am also of the opinion that we in admin- 
istrative posts at small hospitals should interest 
the institutions in larger or adjoining centers to 
work out opportunities for affiliation and coopera- 
tion in serving as training units for hospital per- 
sonnel in the special and technical posts. This 
need not be an undertaking of mere service, but 
could well be sponsored by them. We know that 
where teaching is undertaken those who teach be- 
come more proficient and the institution serving 
as a teaching center performs a higher type of 
service because of its own inner development and 
growth. 


At our own institution we are cooperating with 
the science department of the university in offer- 
ing preparation for students interested in qualify- 
ing as registered technicians. The director of our 
medical laboratory is also employed by the univer- 
sity to teach courses in clinical pathology. The 
hospital has made its laboratory available for the 
practical work of these students who work under 
the supervision of the director, though the hospi- 
tal accepts no responsibility for their instruction. 
One intern for the laboratory will be received each 
year from among the students who have taken this 
foundation work in clinical pathology. The courses 
and internships have been designed to comply 
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with minimum essentials specified by the Board of 
Registry of the American Society of Clinical Pa- 
thologists. 


Maintaining Personnel 


The community itself will in many ways affect 
our ability to maintain competent personnel. 
Whatever it does not offer in the way of oppor- 
tunities for social life and recreation will reflect 
itself in personnel turnover, as well as the policies 
the hospital itself adopts in cooperating with its 
employees. Unless the community of itself can 
offer something to make living in it attractive, 
something else will be needed to make a job worth 
while. We will need to see that the employee 
finds opportunities for growth in his work, or pro- 
vide recompense in terms of remuneration and 
satisfactory working conditions. The job itself 
will have to offer something of value. 


This problem of maintaining personnel can only 
be met in evaluating the desires of our employees 
—which, after all, are much the same as our own; 
a job adapted to the individual that seems worth 
doing ; recognition in the performance of that task 
—and this must be stressed; fairness on the part 
of administration and those in charge; working 
hours that are just; a salary that is in keeping 
with responsibilities involved, as well as in line 
with those of similar positions in the community. 
To all of these should be added, opportunities for 
advancement. Due to the limited number of po- 
sitions in-the small hospital, this will be more 
difficult to provide. Yet there is some scope which 
should not be overlooked, and particularly in the 


nursing ranks opportunity and encouragement . 


should be given the general nurses to prepare for 
supervisory posts as they become available. 


Salaries 


Maintaining personnel is closely linked with sal- 
aries. We must all face the fact today that there 
are fewer well-trained persons available than posts 
open to them, and salaries have become of grow- 


ing importance. We cannot say that the small 
hospital should or should not compete with the 
larger institutions. For all things in this world, 
we get what we pay for—and this must apply to 
personnel as well. If salaries are to differ, it can- 
not be because one is a small or the other a large 
institution; rather because living situations may 
not make it necessary to pay as high salaries in 
one place as in another. Salaries must always be 
according to the quality of service to be rendered, 
and the training and experience of the individuals 
required to render that service. 


Duties May Be Combined 


Combining duties in order to cover all activities 
and services required is a necessity for the small 
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hospital, and the extent to which this is essential 
will vary greatly between the twenty-five bed and 
the hundred bed institution. I do not think there 
is any definite formula or solution that any one 
of us can lay down for the guidance of another. 
The solution is definitely individual to each insti- 
tution, and I am convinced that the most success- 
ful combinations of work are more often built 
around personalities, than personalities found to 
fit into predetermined combinations. 


We know of the desirable combination of dieti- 
tian and housekeeper—yet our best training cen- 
ters for dietitians give nothing or only cursory 
instruction in housekeeping. Why then should a 
well-trained dietitian necessarily make a good 
housekeeper? The same applies to that desirable 
combination of clinical laboratory and x-ray tech- 
nician. Again the departments of clinical labo- 
ratories or pathology have little or no connection 
with those of roentgenology in the larger teaching 
schools where some of the best training courses 
are offered. Few well-trained laboratory techni- 
cians have received equally good training in x-ray 
or vice versa. In our own hospital we are employ- 
ing a competent x-ray technician to undertake the 
training of the laboratory technician, and likewise 
the latter will instruct the x-ray technician in rou- 
tine procedures to cover emergency situations 
when one is off call. In some instances the past 
training and capacity better fit the x-ray techni- 
cian to serve as part time admitting officer. 


If we are to find personnel competently trained 
in the several fields, I believe we as administrators 
will have to bring to the attention of training cen- 
ters, the need of preparing personnel for existing 
situations, certainly for the small hospital. We 
may dare to ask this since there are so many small 
hospitals. 


Whatever the combinations we work out to suit 
our own conditions, greater success is achieved 
when the line of authority is not broken, and when 
no individual is made responsible to two different 
heads. This has applied in viewing the house- 
keeping service in our own institution. Much of 
this work is performed by orderlies and nurse 
aides who must be responsible to the nursing serv- 
ice. For this reason we found it more successful 
to place the responsibility for the housekeeping 
under the assistant superintendent in charge of 
the nursing service. 


Computing Charges 


The fourth question that presents itself appears 
to have no direct relation to matters of personnel, 
except as we know that to offer good service there 
must be sufficient staff for each special depart- 
ment. This creates an overhead that must be 
carried whether the hospital is utilized to the full 
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or not. The maximum patients that the basic 
staff can handle will represent the minimum num- 
ber that the hospital can serve, and thus result 
in the lowest patient day cost. This minimum 
number of patients will be related to and vary 
with the bed capacity of the hospital. Interesting 
studies on bed capacity and utilization are cited 
in an article “Factors that Influence Hospital Oc- 
cupancy” in HOSPITALS for March 1941. In 
this it is conceded that for large hospitals from 
80 to 85 per cent of the beds may be advantage- 
ously used, while for very small hospitals an an- 
nual occupancy rate would be 50. Capacity util- 
ization would thus vary according to the bed ca- 
pacity of hospitals in between. 


However, to insert the consideration of being 
self-supporting, would presume that the cost of 
operation would be entirely defrayed by fees re- 
ceived from patients served. Such self-support 
could be attained if only patients able to pay in 
full the cost of service were admitted, or if such 
part of the cost as not paid by some is assessed 
to others; that is, it would be necessary to add to 
rates paid by private patients such part of cost 
as is not paid by patients occupying ward beds at 
rates that do not cover cost. Such practice or 
policy, I believe to be decidedly undesirable on the 
part of a service institution. 


A community has a right to expect a hospital 
to serve all members according to their needs and 
not according to their ability to pay for this care. 


In fairness to paying patients charges should be 
based on cost. The sick who are able to pay 
should not be expected to bear any part of the cost 
of care rendered to those unable to pay. This 
latter group should be the responsibility of the 
community as a whole, not the responsibility of 
the few unfortunate sick able to pay hospital 
charges. Certainly we must recognize that within 
the borders of any community are the indigent 
sick whom every community hospital has an ob- 
ligation to serve. Unless full cost of this care 
to the indigent is met by public agencies from tax 
funds or private agencies, churches or from other 
sources, and unless no patients are received at less 
than cost of their care—no institution can be self- 
supporting if it serves all groups in its commu- 
nity. Whatever differences accrue between the. 
cost of service given to patients and sums received 
from those able to pay, will need always to be the 
responsibility of the community in some form— 
through tax funds, or voluntary contributions of 
organizations or the community itself. This will 
hold regardless of the number of patients the hos- 
pital serves, but the difference will be reduced to 
a minimum as the number of full paying patients 
is increased, the number of part-pay patients re- 
duced, and if the cost of care given to the indigent 
is paid for fully or nearly so. The hospital will 
more nearly reach a status of self-support as the 
daily average of occupancy approaches the opti- 
mum of occupancy for the bed capacity of the hos- 
pital concerned. 
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Blue Cross Plan News 


Prepared by the Hospital Service Plan Commission 


during the past twelve months shows that 

the hospital service plans have made ex- 
cellent gains toward their goal of protection for 
the American workingman and his family. Re- 
porting a new enrollment of almost two million 
persons for the past twelve months, a gain of 36 
per cent, the plans have now reached more than 
seven million people. The significance of this total 


A COMPLETE report of enrollment activity 


is shown by the following figures: More than 
5000 persons join the service plans every day; 
nearly one million will be hospitalized in the next 
twelve months; the savings to industry of the 
worker’s time (as a result of earlier admission 
and speedier recovery and discharge) will total 
more than a million working days. As of July 1, 
1941, the enrollment of the following approved 
nonprofit plans totals 7,015,177 persons. 





NAME OF PLAN 


Hospital Service Corporation of Alabama 


LOCATION 
Birmingham, Alabama 
Associated Hospital Service of Southern California 


Hospital Service of California 
Intercoast Hospitalization Insurance Association 


Los Angeles, California 
Oakland, California ........ 


Sacramento, California ..... 
Manitoba Hospital Service Association Winnipeg, Manitoba 
Colorado Hospital Service Association Denver, Colorado 


Connecticut Plan for Hospital Care 
Hospital Service Plan, Inc 


New Haven, Connecticut.... 
Norwalk, Connecticut 


Group Hospital Service 
Group Hospitalization, Inc 


United Hospitals Service Association 
Hospital Service Association of Savannah 


Atlanta, Georgia 
Savannah, Georgia 


Alton, Illinois 
Chicago, Illinois 
Danville, Illinois 
Decatur, Illinois 
Peoria, Illinois 
Rockford, Illinois 


Group Hospital Service of Illinois 

Plan for Hospital Care 

Associated Hospitals of Danville 

Decatur Hospital Service Corporation 

Central Illinois Hospital Service 

‘Northern Illinois Hospital Service Corporation 


Hospital Service, Inc., of Iowa 


Ashland Hospital Service Association 
Louisville Community Hospital Service, Inc 


Ashland, Kentucky ......... 
Louisville, Kentucky 


Baton Rouge, Louisiana 
New Orleans, Louisiana 
New Orleans, Louisiana 


Hospital Service Association of Baton Rouge 
Flint-Goodridge Hospital Service Plan 
Hospital Service Association of New Orleans 
Associated Hospital Service of Maine 
Associated Hospital Service of Baltimore 
Massachusetts Hospital Service 

Michigan Hospital Service 

Minnesota Hospital Service Association St. Paul, Minnesota 


Kansas City, Missouri 
St. Louis, Missouri 


Newark, New Jersey........ 


Albany, New York 
Buffalo, New York 
Geneva, New York 


Group Hospital Service, Inc 
Group Hospital Service, Inc 


Hospital Service Plan of New Jersey 


Associated Hospital Service of Capital District 
Hospital Service Association of Western New York 
Finger Lakes Hospital Association, Inc 
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DIRECTOR 
Ed S. Moore 


Ralph G. Walker 
J. Philo Nelson 
P. A. Stitt 


Robert Parnall 


Kenneth M. Coleburn... 


E. J. Henryson 


C. J. Anderson 
H. B. Coolidge 


Louis Degenhardt 
F. A. Deniston 


Thomas G. Graham..... 


Donald Murphy 


Paul F. Bourscheidt..... 


J. H. Mathewson 
D. Lane Tynes 


Earl R. Sweet 
Ray F. McCarthy 


J. Albert Durgom 


Edward R. Evans 
Carl M. Metzger 


Mrs. Corydon Wheat.... 


ENROLLMENT 


73,437 


20,929 
47,963 
68,824 


217,644 
22,121 


100,000 
298,384 
436,189 
416,537 


184,469 





NAME OF PLAN ADDRESS DIRECTOR ENROLLMENT 
Chautauqua Region Hospital Service Corporation Jamestown, New York Robert E. Johnson 9,643 
Associated Hospital Service of New York New York: City... ...56 cess S. S. Goldwater, M.D... .1,270,901 
Rochester Hospital Service Corporation Rochester, New York.......Sherman D. Meech 164,258 
Group Hospital Service, Inc Syracuse, New York J. Campbell Butler 107,523 
Hospital Plan, Inc Utica, New York H. C. Stephenson 

Watertown, New York W. M. Heslop 


Hospital Saving Association of North Carolina, Inc Chapel Hill, North Carolina. E. B. Crawford 
Hospital Care Association ; Durham, North Carolina....J. B. Wiggins 


North Dakota Hospital Service Association 


Akron Hospital Service Akron, Ohio Harold E. Roush 
Hospital Service, Inc., of Stark County Cambie, Gite soci sees deties R. O. Parker 

Hospital Care Corporation Cimneinnati; Ohio .......62:. 60 L. D. Fowler 

Cleveland Hospital Service Association Cleveland, Ohio John A. McNamara..... 
Central Hospital Service Columbus, Ohio Ralph W. Jordan 
Portsmouth Hospital Service Association Portsmouth, Ohio Edward R. Young, Jr... 
Hospital Service Association of Toledo POO ONO Ces oiaie'sioe oe occa G. Gordon Strong. 
Associated Hospital Service, Inc Youngstown, Ohio Robert E. Mills 


Group Hospital Service Tulsa, Oklahoma 


Hospital Service Plan of Lehigh Valley Easton, Pennsylvania E.A.vanSteenwyk (acting) 29,891 
Capital Hospital Service Harrisburg, Pennsylvania ...Clement W. Hunt 45,000 
Associated Hospital Service of Philadelphia Philadelphia, Pennsylvania..E. A. van Steenwyk..... 303,145 
Hospital Service Association of Pittsburgh : Pittsburgh, Pennsylvania ...Abraham Oseroff 365,658 
Hospital Service Association of Northeastern Pennsylvania.Wilkes-Barre, Pennsylvania..George T. Bell, Jr 23,707 


Hospital Service Corporation of Rhode Island . 50,086 
Holston Valley Community Hospital Plan 


Piedmont Hospital Service Association Lynchburg, Virginia Francis I. Libby 
Virginia Peninsula Hospital Service Association Newport News, Virginia....Dr. Harold W. Potter... 
Tidewater Hospital Service Association Norfolk, Virginia William R. Lowe 
Richmond Hospital Service Association Richmond, Virginia M. Haskins Coleman, Jr. 
Hospital Service Association of Roanoke Roanoke, Virginia ......... L. O. Key 


Huntington Hospital Service, Inc 


Associated Hospital Service, Inc 


Recent Institutes Prove to Be Valuable Training Courses 


Recently, in the Mid-West, in the Northeastern Effective Sales Tools 
States, and in the Middle Atlantic States, hospital Selling the Small Group 
service plans of these areas have organized insti- Building a Sales Story Around Hospitals 
tutes for the primary purpose of permitting their The Need for Emphasis on Group Enrollment 


personnel to discuss the varying methods of opera- 5 : : : 
tion of each plan. Employees and executives alike eo Between vane in Making Con 


have shown a healthy interest in the problems of : 

neighboring plans and in the methods used to ar- Selling the Management 

rive at a solution of mutual problems. Out of these Working with the Group Leader 

institutes has also come an understanding of unity Additions to Existing Groups 

of purpose, and a realization of the value of co- Individual Versus Mass Selling 

operation between plans. Reselling Those Who Have Cancelled 
As a suggestion for other institutes, the titles of Sales Aids in Community Promotion 

the papers (in three institutes) are given: Enrollment in Defense Industries 

The Presentation Talk 

How Hospitals and Physicians Aid Plans 

Selling Low Income Groups 

Superiority of Plan Protection 


National Developments 
Service Plan Objectives 
Sales Story of Service Plans vs. Insurance 


The Approach to Management : 
All of these papers. are available for study and 
reference and may be had by writing the Commis- 


Soliciting Additional Applications sion Office. 


Enrollment in Rural Communities 
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Foundation Supports Commission 


The Rosenwald Family Association of New 
York City has recently announced through its 
President, William Rosenwald, an appropriation 
of $25,000 to further the work of the Hospital 
Service Plan Commission of the American Hospi- 
tal Association for the years 1942 and 19438. This 
action was taken because of the substantial 
growth in enrollment in hospital service plans 
during the past several years, and the liberal sup- 
port which approved hospital service plans have 
given to the activities of the original Commission 
on Hospital Service financed since 1937 through 
a grant from the Julius Rosenwald Fund. Pay- 
ments on the new appropriation will be made on 
the condition that receipts from member-plans 
and contributions from other sources will be at 
least twice as much as the support from the 
Rosenwald Family Association. 


In the letter of notification, officers of the Asso- 
ciation expressed special interest in the recent 
developments of hospital service plans to reach 
the low-income workers and their families, and 
the provision of medical service through coordina- 
tion of approved hospital service plans with simi- 
lar arrangements for physicians’ services spon- 
sored by the medical profession. The action of the 
Rosenwald Family Association may be interpreted 
as evidence of the public’s interest in and the 
significance of group budgeting for hospital care, 
and will aid materially in the maintenance and ex- 
pansion of the voluntary principle in hospital serv- 
ice for the American people. 


Progress in New Hampshire 


Plans for the organization of a Blue Cross Hos- 
pital Service Plan in New Hampshire were made 
at a meeting of civic and industrial leaders and 
hospital trustees and administrators in Concord 
July 16. Chairman of the meeting was Laurence 
F. Whittemore, vice-president of the Boston and 
Maine Railroad, the employees of which represent 
the largest enrolled group in the Blue Cross Plan 
of Massachusetts. A recent enabling act permits 
the establishment of nonprofit hospital service 
plans under the Department of Insurance. C. Rufus 
Rorem, director of the Hospital Service Plan Com- 
mission, and R. F. Cahalane, executive director of 
Massachusetts Hospital Service, outlined the 
standards for approval by the American Hospital 
Association and discussed experiences in Massa- 
chusetts and other New England states. 


Reciprocal Enrollment and Benefits 


At the June meeting of the Hospital Service 
Plan Commission, recommendations of the Com- 
mittee on National Accounts and Uniform Con- 
tracts for reciprocal enrollment and benefits were 
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adopted and have been submitted to the approved 
plans for ratification. The recommendations cover 
the field with the following problems: 

1 Each approved plan will accept subscrib- 
ers from other approved plans, who are en- 
rolled on a group basis, and who at the time 
of requesting transfer are paid-up members 
in good standing in those plans. 

2 Approved plans will accept branch em- 
ployees of national employers at their first 
opportunity following enrollment of home 
office employees, even though such branch 
representatives are fewer in number than re- 
quired for other eligible groups. 

3 Approved plans will develop arrange- 
ments by which out of town service benefits 
may be provided to subscribers finding it 
necessary to receive care when away from the 
area in which they are enrolled. 

4 These arrangements will be reciprocal 
and will apply only with respect to approved 
hospital service plans which sign such agree- 
ments. 


Harrisburg to Enroll Individuals 


Clement W. Hunt, executive director of the 
Capital Hospital Service, Harrisburg, Pennsyl- 
vania, reports that, effective August 1, 1941, ap- 
plications will be accepted from gainfully em- 
ployed individuals unable to subscribe through 
group enrollment. Each applicant will be re- 
quired to submit a health statement for himself 
and dependents and to authorize verification of 
the statement with his family physician. An en- 
rollment fee of $1.00 per subscriber contract will 
be required, and maternity service will not be in- 
cluded as a benefit. Subscription rate payments 
will be payable semi-annually or annually in ad- 
vance, and contracts will be issued subject to re- 
vision at the end of the contract year. Individual 
enrollment will be limited to semi-private service, 
and the annual subscription rates are similar to 
those charged for group membership. 


Payroll Deduction for State Employees 


The General Assembly of the State of Connecti- 
cut recently passed legislation, signed on June 25 
by the Governor, authorizing the Controller to 
deduct from the payroll of state employees for 
the payment of monthly subscriptions to insur- 
ance companies or nonprofit hospital service plans 
enrolling at least 50 per cent of the employees of 
a state department or institution. The Connecti- 
cut Plan for Hospital Care has enrolled several 
thousand state employees whose subscriptions will 
become payable on a payroll deduction basis. 


Example of Film Effectiveness 


A total of 672,587 school children have seen the 
Institute of Life Insurance’s films “Yours Truly, 
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Ed Graham” and “American Portrait,” helping to 
make the total of 2,056,609 who have viewed the 
films since the first was released in August 1939. 
This has helped to foster a better understanding 
of the agent—his services and selling functions. 


A first film, “Yours Truly, Ed Graham” has in- 
creased its circulation by 192,881 since December 
to reach a new high of 1,524,811 on May 1. It is 
estimated that before the end of 1941 another 
1,000,000 people will have seen this film and re- 
quests already received will keep it in circulation 
in schools for several years to come. 


The second film, “American Portrait,” which 
was released in March of last year has already 
been shown to 531,798 persons, an increase of 
301,627 since the first of the year. 


Plan Use of Motion Pictures 


One in four approved plans now have prints of 
the film “Worries Away,” but a recent letter in- 
dicates that fullest use of this medium of public 
education depends on the enthusiasm of the plaris 
themselves. “Thank you for the movie literature. 
Up to now we haven’t shown our film, but these 
folders will give impetus to this phase of our 
public education work.” Contrast this with the 
experience of another plan. A whole-hearted effort 
was made to place the film in every neighborhood 
movie. The generous response of the theater 
operators was embarrassing—the plan had to 
order additional prints in 35 millimeter size. The 
additional cost was an item in itself, but for the 
past sixty days this plan has rotated four prints 
continuously from one theater to another and has 
shown the film to hundreds of thousands of people. 
The effect of this sound and sight demonstration 
to such.a mass of people cannot be overestimated: 


Some plans have found the cost of projection 
equipment to be a deterrent to use of the film. The 
Commission Office has now arranged a method 
whereby every plan can make good use of the edu- 
cational power of this film. It is not necessary to 
buy a film or a projector. Naturally, however, such 
equipment will increase the effectiveness of plan 
publicity. But-under the method now set-up, any 
plan may show the film through its local theaters 
by making reservation and rental of the 35 milli- 
meter prints in the Commission Office. Reserva- 
tions will be made as requests are received. The 
rental charge will be nominal and will cover only 
the costs of handling. 


There are two methods of booking the film. In 
some of the larger cities where bookings are made 
daily into a great number of neighborhood thea- 
ters, it has been found profitable to pay a small 
booking charge in order to be rid of the detail of 
handling, which on an individual employee basis 
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would amount to a sum considerably above pro- 
fessional booking costs. In the smaller cities, the 
plans have found it most effective to place the 
film directly, to renew the contact with the thea- 
ter manager, who most likely is also a plan mem- 
ber, and to explain to him the general interest 
elsewhere in the picture. His acceptance of the 
film will be speeded if he learns of the promotion 
the plan will put behind his showing. If his is the 
only theater in town, the promotion may be made 
on a blanket basis, otherwise spot promotion will 
be desirable. 


The amount of promotion a plan can put behind 
a movie showing depends entirely on the plan’s 
initiative and enthusiasm. At negligible cost, 
stickers can be placed on out-going statements 
and mailings of literature. The area from which 
the theater normally draws can be circularized. 
During the school year, the distribution may be 
made from the school by stressing the educational 
health angle of the film. Without any promotion 
whatsoever, the theater manager will be disposed 
to show “Worries Away,” if he is informed that 
the plan has an audience of so many thousand sub- 
scribers, all of whom are vitally interested in their 
health and in the growth of the nonprofit com- 
munity movement. 


Defense Stamps for Hospital Bills 


Paul A. Webb reports an interesting procedure 
in the enrollment of rural subscribers in the Aso- 
sociated Hospital Service of Maine. These sub- 
scribers forward their periodic payments to local 
banks or directly to the Blue Cross Plan. As a con- 
venience, they are permitted to purchase and sub- 
mit in payment defense saving stamps which they 
purchase from the rural mail carriers. These 
stamps are accepted in payment and exchanged 
by the Blue Cross Plan for defense bonds. 


Atlantic City Programs 


Plans for special meetings of hospital service 
plan representatives at Atlantic City, September 
15-17, are being completed. In addition to the gen- 
eral open sessions of the American Hospital Asso- 
ciation dealing with general problems, there will 
be eight round tables dealing with special prob- 
lems of interest to service plan executives and de- 
partment heads. These meetings will be open to 
the executives, trustees, and employees of ap- 
proved hospital service plans. 


The proposed amendments to provide institu- 
tional memberships for approved plans and to 
authorize the establishment of a permanent hos- 
pital service plan commission will be considered 
by the House of Delegates and the Assembly of 
the American Hospital Association the afternoon 
of September 15. 
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Recent Legal Decisions Important to Hospitals 


Attempt to Levy Tax on Hospital Service Plan 


The Cleveland Hospital Service Association v. 
Donald Ebright, Court of Common Pleas, 
Franklin County, Ohio. 


Plaintiff had filed a petition seeking to enjoin 
the defendant, Treasurer of the State of Ohio, 
from collecting taxes under Sections 5414-8 to 
5414-13, and under Section 5414-17 of the Gen- 
eral Code of Ohio. The theory under which the 
taxes were sought to be collected was that the 
plaintiff association was doing business within 


the State of Ohio as an insurance company. The | 


court entered an order granting the prayer of 
the petition, which order perpetually enjoins the 
Treasurer from collecting taxes from plaintiff 
under the sections of the Code referred to above. 


In its findings of fact the court held: 


“1. That plaintiff is a nonprofit corpora- 
tion organized and existing as a hospital 
service association in accordance with Sec- 
tion 669 to Section 669-13, inclusive, of the 
General Code of Ohio; 


“2. That defendant is the duly elected and 
acting Treasurer of State of Ohio; 


“3. That defendant is seeking to collect 
from plaintiff the franchise tax against do- 
mestic insurance companies provided by Sec- 
tions 5414-8 to 5414-13, inclusive, and Sec- 
tion 5414-17 of the General Code of Ohio; 


“4, That plaintiff is a charitable and be- 
nevolent institution as so declared in Section 
669-13 of the General Code of Ohio, and as 
such is acting as an. agent for certain chari- 
table and benevolent hospitals located in and 
about the City of Cleveland, Ohio; 


“5. That plaintiff, as such institution, is 
not engaged in the business of insurance, 
since plaintiff contracts with its subscribers 
for service and not for indemnity. 


“6. That plaintiff is not governed by and 
1S exempt from the statutes of the State of 
Ohio regulating or affecting corporations en- 
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gaged in the business of insurance, and other 
insurance laws of the State of Ohio; 


“7, That plaintiff is exempt from the pro- 
visions of Sections 5414-8 to 5414-13, and 
Section, 5414-17 of the General Code of Ohio, 
and from any taxes levied by said sections; 


“8. That the plaintiff has no adequate rem- 
edy at law and is entitled to the relief as 
prayed for by it in its petition. 


“IT IS THEREFORE ORDERED, ADJUDGED, DE- 
CLARED AND DECREED: 


(a) That the Cleveland Hospital Service 
Association is a charitable and benevolent 
institution, and, as such, it is acting as agent 
for the several hospitals participating in the 
plan; 


(b) That plaintiff is exempt from any 
taxes levied by Sections 5414-8 to 5414-13 
and Section 5414-17, of the General Code of 
Ohio; 


(c) That defendant be and is hereby per- 
petually enjoined from collecting or making 
any attempt to collect from plaintiff any 
taxes levied by said section; 


(d) That the defendant is directed and 
ordered to remove the name of the plaintiff 
from the duplicate as kept by defendant for 
the purposes of said taxes; 


(e) That the costs of this action are hereby 
assessed against the defendant and judgment 
is entered in favor of the plaintiff and against 
the defendant in the amount thereof. 


In this decision, handed down on June 27, 1941, 
by Judge Duncan, is to be found the ‘rst answer 
to the attempt of a state to levy iaxes upon hos- 
pital service plans. Such an attempt has long 
been awaited, for the funds within these plans 
cannot but tempt taxing authorities which are 
desperate in their attempts to find new sources 
of revenue. The decision should be regarded as a 
landmark, because if the state were permitted to 
tax such associations then it would follow that all 
nonprofit associations might be similarly taxed 
merely for the right to exist and to carry out their 
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functions—something which the legislatures did 
not intend. 
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Whether County Hospital Is Liable for Negligence 
Resulting in Plaintiff’s Fall from Bed 


Griffin v. The County of Colusa, Dist. Ct. of 
Appeal, California, Third District. 


The action here was by a hospital patient 
against the County of Colusa, the County Board 
of Supervisors, the director of a hospital operated 
by the county, and two nurses employed by that 
hospital. The basis of the action was the alleged 
negligence of defendants, resulting in plaintiff’s 
fall from a bed during a period in which she was 
unattended, and was allegedly unconscious. A 
judgment was held to have been properly entered 
in favor of the County, its supervisors, and the 
administrator of the hospital. However, it was 
held to have been erroneous for the trial court to 
enter an, order sustaining a demurrer of the 
nurses to plaintiff’s complaint. 


It appeared that the County operated the hos- 
pital for the purposes of providing care for indi- 
gent persons and those without means, and that 
war veterans and their immediate dependents 
were also cared for in the hospital. County resi- 
dents who could afford to pay the regular rates 
were charged for their care and treatment. The 
court construed those facts to mean that the 
County was not operating the hospital under its 
proprietary powers, but rather, under its govern- 
mental powers, and in so holding it remarked: 


“From these classifications it would appear 
that the county was conducting a general 
public hospital, and it cannot be held as a 
matter of law, that the hospital was con- 
ducted in a proprietary capacity, regardless 
of any allegation to that effect in the com- 
plaint. In the first two groups applicants 
were admitted without charge; in the two lat- 
ter groups the service was rendered at cost 
and without profit. The fact that the hos- 
pital admitted certain paying patients did 
not convert a public hospital into a proprie- 
tary or private hospital....” 


“In considering cases bearing upon the dis- 
tinction between governmental and proprie- 
tary functions, it is important to recall the 
legal difference between a city and a county. 
Counties are state agencies which exercise 
within their boundaries the sovereignty of 
the state, and, in the absence of a specific 
statute imposing liability upon them, they 
are no more liable than the state itself. 


102 


Cities, however, are municipal corporations 


” 
. 


and not state agencies... 


The complaint of the patient alleged that the 
defendants were negligent in leaving her unat- 
tended, thereby permitting her to fall from her 
bed, and it was silent as to any specific act of 
negligence on the part of the hospital administra- 
tive officer. Therefore, the court said: 


“|. From this allegation it does not ap- 
pear that the defendant Tillotson ordered any 
one to do or refrain from doing anything that 
caused the injury to plaintiff, or that plaintiff 
entered into any contract or agreement with 
Tillotson for her care or attention. It is al- 
leged in the complaint that the two defend- 
ant nurses were employed to take care of 
plaintiff, but there is no allegation that the 
personal care or attention devolved upon Til- 
lotson, or that he failed to properly care for 
her while she was under his personal care or 
attention. 


“The gist of the complaint against Tillot- 
son is that he was negligent in his supervi- 
sion of the nurses, but he as director did not 
apparently select or employ these nurses, nor 
was he as director, responsible to plaintiff for 
any failure of supervision, but was answer- 
able only to the county that employed him...” 


The court held that the nurses were to be re- 
garded as chargeable with negligence and that it 
was improper for the trial court to hold that the 
complaint failed to state a cause of action against 
them, saying: 


“The situation of defendant nurses is some- 
what different from that of the director. The 
care and attention of plaintiff was person- 
ally entrusted to them, and the complaint al- 
leges they failed to render such service. 
When one has undertaken to render assist- 
ance or care, even if a volunteer, the law im- 
poses a duty of care toward the person as- 
sisted. . . . The court should have overruled 
the demurrer of the two defendant nurses and 
required them to answer...” 


apne 


Whether Hospital Is Liable for Carelessness of 
Doctors and Nurses Resulting in Breaking 
of Plaintiff’s Rib 
Guilliams v. Hollywood Hospital, Supreme Court 
of California. 

In a complaint for personal injuries it was al- 
leged by plaintiff that, while he was in defendant 
hospital, some doctors and nurses negligently and 
carelessly attended him both before and after an 
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operation, resulting in the breaking of one of his 
ribs. The complaint stated that he was not in- 
formed as to when the injury occurred, and that 
the presence of a broken rib should have been 
discovered by defendant, or, if discovered, then it 
should have given him care or treatment for the 
injury. The court said: 


“The foregoing allegations sufficiently state 
the legal duty of care assumed by defendant 
hospital, and thus satisfy the first essential 
element of a cause of action for negligent in- 
juries. Under this pleading, plaintiff could 
establish a duty of care under the general 
law, on the part of a hospital toward its pa- 
tient.” 


Defendant urged, in support of a demurrer 
which it had filed, that the complaint failed to 
charge it with negligence because it was not speci- 
fied by plaintiff in what way his rib was broken, 
or what defendant did or did not do which caused 
the rib to be broken. Of this it was said: 


“This contention is without merit so far as 





the general demurrer is concerned, for it is 
established that a cause of action may be 
stated in which negligence is alleged in gen- 
eral terms, without detailing the specific man- 
ner in which the injury occurred.” 


Defendant urged that such part of the complaint 
as charged the defendant with failure to discover 
and treat the fracture could not state a cause of 
action because that would involve its entering 
into the practice of medicine, which, under Cali- 
fornia law, could not be attempted by a corpora- 
tion. This argument was rejected by the court, 
it being held that: 


“... The complaint charges only what is 
common practice, that the hospital agreed to 
care for the patient in the usual manner; that 
is, to furnish him with accommodations and 
to maintain such attendants, including nurses 
and interns, as would assure him proper care 
and attention before, during and after the 
operation. Under such circumstances it can- 
not be said that the hospital is practicing 
medicine in violation of law.” 





The Wail of a Trencherman 


A modern Falstaffian, universally popular in the 
hospital field, is beginning to regret his adiposity 
and to realize that good food, of which he is a con- 
noisseur, does little or nothing to prevent him 
from getting fatter. In his extremity he has re- 
sorted to an unwelcome diet, which he is devoutly 
reinforcing with the prayer which follows: 


My Prayer 


Lord, please listen to me, 
a sinner! 
Help me get a little 
thinner, 
Give me vegetables for 
dinner, 
Diets are hard on this 
beginner. 
Be sure the milk is skim, 
not whole. 
Forty pounds is about 
my goal. 
Lord, have mercy on 
my soul! 
Remove this pouch, remove this 
jowl. 
Melt, oh melt, this solid fat, 
Remove from me this extra mat, 
Give me movements like a cat. 
Tell me, what is wrong with that? 
I'll do anything to win, 
Take away this second chin, 
Keep away the terrapin, 
Don’t call me fat, just call me “Skin.” 
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Few of us have experienced the sufferings of a 
fat man in torment and we are greatly surprised 
that our Falstaffian friend with his happy philoso- 
phy of life should begin to lament his present 
condition for which he alone is responsible. Most 
of us would rather have the joy of eating the food 
we like best all our lives, and suffer a few of the 
penalties as we grow older than to begin worry- 
ing about forty or fifty pounds of excess “lard” 
and all the trouble of carrying it around. 


We are reminded of a cartoon that was widely 
current several years ago which portrayed a boy 
somewhat wider in girth than he was tall, and 
with the usual friendly countenance and open face 
of a fat brat. He was enjoying himself hugely in 
eating a chocolate eclair, and he was visibly con- 
tent with the world and all things in it. Under 
this cartoon was the very suggestive and sane 
caption, “To hell with the diet.” 


Few of us would want to be, as our lovable 
friend prays to be, “a lean and hungry Cassius.” 
When we get so fat and so old that we cannot 
enjoy the pleasures of life (one of the most satis- 
fying of which is our enjoyment of good food), 
we will not be greatly concerned over what is 
going to happen to us. 


And so another valiant trencherman has fallen 
from his high estate. 











The Hospital Brace Shop 


LEWIS L. REESE, M.D.; JOSEPH L. STAMBEK 


necessary unit in any large hospital. It is, 

of course, a very necessary component in all 
orthopedic hospitals and in all hospitals with an 
active department of orthopedic surgery and, par- 
ticularly, in those states that have an extensive 
crippled children’s program. 


Toe hospital brace shop is an integral and 


Institutions in which there is sufficient demand 
for the installation of a brace shop, will find that 
considerable money can be saved by the manufac- 
ture and repair of braces and other appliances in 
the hospital brace shop. By having your brace 
shop supplied with competent personnel, you are 
assured that the patients obtain the various ap- 
pliances and that they are better adapted for the 
desired correction of the existing deformities. 
Skilled hospital brace makers can cooperate more 
closely with the requisitioning orthopedic sur- 
geons and with the patients, and thereby obtain 
better fitting braces and effect better repairs and 
adjustments. 


Installing the Brace Shop 


In installing a brace shop, as in installing any 
subsidiary unit in an institution, one must bear 
in mind the ultimate demand to be made on that 
unit, so that plans may be made for a slow and 
gradual expansion to. meet the increasing de- 
mands. It is advisable to start on a small scale 
with sufficient room for gradual expansion as the 
demands necessitate. 


The size of the brace shop and the personnel 
necessary to operate it, is, of course, dependent 
upon the number of orthopedic patients in the 
institution, the size and volume of business of 
the orthopedic out-patient department, and the 
extent of any existing crippled children’s program 
in the community which the hospital serves. 


The following outline denotes the personnel and 
equipment necessary to operate a complete hos- 
pital brace shop servicing 150 orthopedic beds 
and an orthopedic out-patient department. 
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Personnel 


The brace shop should, in the beginning, con- 
sist of six men, and then increase the personnel 
according to the volume of business. 


Salary per month 


1: . Digector Or SUPETVIGOE. .... 6 oc sevice oes $175 to $300 
2 Two leather workers @ $65 to $125 each. 130 to 250 
3 Two brace makers @ $95 to $160 each... 190 to 320 
4 One clerk (also shoe fitter)............. 75 to 110 


POEL ye einige osatar wen ieo oiaew Gam Oe OOS Re ae $570 to $980 


These six individuals form the basic nucleus 
of any brace shop. The director or supervisor 
of any brace shop should be a man possessing 
executive ability and he should be an all around 
well-trained brace and leather worker. He should 
know all of the various types, designs, and makes 
of braces and appliances, and should know the 
various metals, their advantages, disadvantages, 
and comparative prices. He should, himself, be 
able to design appliances in conjunction with the 
requisitioning orthopedic surgeon. 


Area of Space Necessary 


The area of space necessary for starting a 
brace shop to service 150 orthopedic beds should 
be about 500 square feet for both the brace shop 
and the adjacent fitting room, which should be 
approximately 10x12 feet. These areas can be 
expanded as the demands require. 


Equipment Necessary 


Government institutions and other institutions 
purchasing through various purchasing boards 
on a bid basis, will find that in the end it is 
cheaper and that better quality materials will be 
received by buying this equipment on the open 
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Room * 1: 
1. Shoe Cabinet 
2. Clerk’s Desk 
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Room * 2: 
1. Leather Cabinet 
2. Landis Shoe Stitcher 


3. Radiator 3. Work Bench 

4 Fitting Table 4, Machine 

* , 5. Leather Cutting Bench 
6. Filing Cabinets 6. Sewing Machine 

7. Boss Brace Maker _ = * 

8. Crutch Cabinet 8. Landis Shoe Finisher 

9. Chairs 9. Lavatory 

SCALE 10 FEET 


market rather than through purchasing boards 
or other similar purchasing agencies. 


We estimate that our brace shop cost about 
$5000 for equipment. 


The brace shop should be wired for A C and 
D C currents as a number of machines operate 
on A C current. A cast drying oven will be found 
to be a necessary piece of equipment. 


Metal Shop 
TOOLS: 
100 Assorted high speed twist drills (ranging y 
from 1 in. diameter to No. 60 wire gauge). $32.00 
12 12-in. Hack saw blades s.s.........--22e000- 1.20 
2 12-in, Grip hand hack saws.......%..5..000% 2.20 
Le AERO OU BESO ocak oh a's cia ea ee ewes oMats 3.50 
EERO cr ete actck crete eer oss aun cee senes -75 
l (Counter hand bragh 6... cos ois onccses te cer 35 
LAPEER REN cr atte states cds SratntSvexn ovale acta w eNlare orate 25 
2 16-quart Galvanized buckets................ 1.50 
1 20-gallon Garbage can........ccccccccseces 2.00 
2 ‘Meetenees Oil CABS 5c oc a clera e o alc Coe chs weeds -50 
oe OER eee cor cas Sire uaa. cc. ay eee a para erate al ciakers 3.00 
8 Assorted cold chisels (vanadium steel)...... 3.20 
Se IDS Fs 554k enc ners eee sige ancads 90 
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Room * 3: Room #4: 
1, Lathe Brace and Material Storage 
2. Milling Machine 1. Cast Oven 
3. Metal Workers’ Bench 
A. Tool Cabinet 
5. Metal Strip Rack 
6. Metal Shear 
7. Emery Wheels 
8. Metal Polisher 
9. Drill Press 
10. Welding Table 
11. Anvil 
12. Meta] Shear 
ZS Cet B Ae a oo so oh ee ened cent eecnaes 2.00 
| Hier e-witeed Gieaeere. «ck ccc ccccccecuscun 65 
6 4-inch Plat warding files ........ccccecces: .75 
G G-inely Pint Wave les « .. co «cece cin cise -75 
Gy Ctl IAG i as 5 oe ne hve tciweccewnes -75 
GC Si RG A oo ook 6k cv escewinctes 1.08 
G Scinele Pint aster less... oc csc cncecweces 1.20 
6 10-inch Plat bastard files... .. cccccsccsces 1.32 
GS FGI iG Cae oad sc ceed cee cede 1.32 
Ra oo noo eisin ccesessadieaes 1.80 
6. 12-inels Fiat bastard files ..... . 2.0. ccccces 1.80 
6 4-inch Round rat tail files................. 15 
6 G6-mehi Round rat tail files... .....2:.ccncss 80 
6 - 8-inch Round rat tail files... 5.2... .cccaces 1.20 
6 10-inch Round rat tail files... .2.4..00cc0e% 1.32 
Gr rel NINO sod dc'e cw adeeacececees 80 
CG: | STUNG eR oo ad co accce vsaindswances 1.20 
6 4-inch square files........... Raid a trmichane ara whats -75 
6 4-inch Flat warding files.................6. .60 
Oe Nae A aie tes oo Pos alas sea cisidels Saws tas 80 
OC NGO Nae MS rs i eerie cei acesdee tes 1.20 
Ge Nos SB Ranew tells os ccc d ese sicccdedenc aed 1.50 
12 Medium wood file handles....-............. 1.00 
12 Large wood file handles.................... 1.25 
Eee CRO ooo oo inks oes ack weenie 5.00 
1 Gimeh Outside caliper... ... 2 cccccccccccecs -75 





Metal Shop—Continued 


TOOLS: 

1 6-inch Inside caliper..........ccecccreccece -75 
1 1-gallon Underwriters gasoline container.... 2.50 
1 .Serew pitch gauge..........ccccccvcccceves 1.25 
2 pairs Leather palm gloves...........+.+00+- 1.50 
1 pair Welding goggles ..........ccsseescees 2.50 
1 pair Grinding goggles...........cecesceses -75 
2 %-pound Ballpein hammers ...............+ 1.50 
2 1-pound Ballpein hammers...............++ 1.80 
1 2-pound Ballpein hammer ............+.46. 1.25 
1 4-pound Blacksmith hammer ..............-. 2.00 
2 Coppersmith hammers... 2... 0... sess eek 3.00 
2 pairs Bending irons, 12-inch............... 10.00 
DFO ORG ANGE iis oo cos Sin bsse eso k cota cues 25.00 
aoe RONNIE 5 gg isa ysnsu ta ho ge bie see bo 9 ww ash ew ON 3.00 
6 Assorted milling cutters..............eee00- 50.00 
1 Blectrie: fan;-oncitiating ... 6. i.06s:b cee os eee es 22.00 
1 Acetylene welding outfit, complete.......... 75.00 
DONOR i Sictos sowie ese ap vieee nie nes 5.00 

1 Drying oven for plaster casts (Hot air or 
steam controlled) ....... AAR CR ares eet 50.00 
1 SW elaine AOTC BORN a oo 6 oo 0s Seen ne 5,0 0% 3.50 
A PAVIA ale FA BLEBE) 35 556i 01S is s:510.65070') aeesie nie 8.00 
1 Steel stand for making celluloid jackets..... 10.00 
1 24-inch Sheet metal roller...............00: 35.00 
1 pair Sheet metal cutting shears............ 50.00 
1 pair Throatless circular sheet metal shears.. 65.00 

2 sets Stock dies with taps, large and small 
NG al cach alow aie oes eae en wiis aclearee a 25.00 
1 set Multi oil stones in case...........eee0- 9.25 
SR INS 61h oo Sc casa baa os eee 25.00 

2 5-inch Steel jaw swivel bench vises (Heavy 
EO OD) Shs 3 ycio'e pies om Siow 5 Ris eae Olea re 56.00 

1 Hand: bench type drill press, electrically 
Ey NOD ooo xisinwisieeic s sc aaie ards oales 50.00 
1 8-hp. Emery wheel grinder, 12-inch wheels.. 325.00 
1 %-hp. Emery wheel grinder, 6- inch wheels.. 16.00 
2) SMimery wheels (67x57 Ke"). a. anos ceiciieiew ees 5.00 
2 Bimery wheela (12°x2°x14G") on cececvccnvces 24.00 
A Bios APRONS CROCK: 605 inc 0 dese we viewers 7.50 
1 9-inch Swing Eng. lathe, motor driven % H.P 442.00 
1 Metal polishing machine, 3 hp., motor driven 300.00 
1 No. 4 Milling machine, 1 hp., motor driven.. 360.00 
SHR ROINO 5 Scr setae a sre piste hog vole eee se areuie .80 
2 pairs 8-inch steel cutting nippers........... 3.30 
1 pair 14-inch steel cutting nippers........... 3.50 
6 OER SOROS os 5s 55a 5 050 ioe aA elacclnwa's 1.50 
ES © BTU IG IDG oso 0b 5 ocd eicie pieainre verde 3.00 
Be) RAM RIOONS 5 cc carite Gia aye, wis seo, i echis 4:9 SEI He Rtere re 1.00 
2 24-inch Folding steel rules.............s000. 2.80 
2 SOG SCPE ORIG ORB 5 5. 6055 i6cis 55s sinrveialnccle“ereete-s 75 
1 PO ARE ORE ATIV BR So 56 5.65 8 0s wee orew side sss -75 

2 12-inch Combination squares with protractor 
OE RNONG 46 ios c's oo Ss ni oenesee MeO enea ek. 10.00 
1 Bheel CAT PUTT RAAT. 6 6 o.oko.656.0:5:0:0.5.0i0ce-0ees 2.00 
1 pair 14-inch Flat blacksmith tongs.......... 1.25 
1 pair 20-inch Bolt blacksmith tongs.......... 2.00 
1 BA nch Pee WHERE. 60.6556 5 see Ses oss. o bes 1.50 
1 i2-inch Monkey Weneh . oi..oicss:s osieceiecs sive 2.00 
1 6-inch Crescent adjustable wrench........... 1.25 
DL ROO REK ois os-siss 5.5 ore so as SaGSebioae stores 25.00 
BD RSVR ANE 0b so kp pew ada wee eames aaeus 2.00 
Dh AMID 5 5 o:aclsteion os ose ONES ODER RS 1.25 
DESDE ENO is 5s oceans au Desi Wee newenee 1.50 
1 200-watt Electric soldering iron............. 1.50 
1 SD riubwack Wo. 40) NONG60 « 565.5 sores ecw on 3.75 
2 Scratch awls (machinists) ................. 50 
$2,231.64 
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Metal Room 


Various types of braces and appliances made in Brace Shop 


Crutch Box (closed) 
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Leather Shop 


TOOLS: 
PEON BURL cio sibs asc aclb cds Cencswencseee see $ .50 
I ooo fain cia cie leet vidin dae stele ele preaewie® 50 
8 Hand machines, 1 eyelet, 1 rivet, 1 clasp 
MME OHION) © acs 10.cia sislerare: bale eenete eae te ers era 5.25 
tees tip Clamps HONG. 665.6. sic csiereecevees 1.00 
4 eating tack DAMME. .. 52.0 6sc ccc ccc scceee 1.25 
ee OMIT oy vg a's. a vids Sa! 6c.00 tenes tcccnce 3.50 
$2) emortend SNOG KNIVCE 5666 icei0. 5 cies accecnceen ves 6.00 
Perens: Maker's: KNIL6. 6... cece wcice cise cies 1.50 
1 Leather gauged draw knife................. 2.50 
12 ‘Assorted shoe lasts, steel... .....ccccecccess 9.00 
ds PGCUEIC, TAN, ONCINAUING. .o.6:6 cceces'e ecviesione 22.00 
DPC ARON 2a as cro) wi ciel 0.6 4 0)e\e/t bse Sewer oi 18.00 
Pb -AGeineh Heather shivers... cece cccccecceses 7.50 
1 Sole leather skiver with cutter............. 14.00 
Se AUN MIG UEC o5i 5 a9) 60 cesar We er Ot Via o HO Sle brs aie 35.00 
DAM OMENS eILi Na ergs gl ns 5' 6 oie ida eisibvelerGe ee die aia ie se be 3.00 
1 Shoe finishing machine, motor driven........ 370.00 
1 Patching leather sewing machine, foot threadle 125.00 
1 Sole stitching machine, motor driven........ 392.50 
1 Leather and cloth sewing machine, motor 
GERM es oa ccc eel ec he eke wcudes rex 175.00 
1 pair 8-inch Steel cutting nippers............ 1.10 
1 Carborundum sharpening knife stone...... .75 
2 “Semeh Lasting pinchers..... 2.0. cscescccceves 1.50 
ROH Ga WOU 65s 6 eo hk Oe dees wc eeetws e .25 
1 6-tube Revolving leather punch............. 3.50 
12 Assorted sizes leather hand punches........ 6.00 
PT MANOUN EOCENE oc0 0c) ccs wdc birc geen ciind aoa ae nawae 1.00 
1 24-inch Steel folding rule...........eceeees 1.40 
1 pair 10-inch Cloth and leather scissors...... 2.25 
pair 7-ineh Clothe sCiseOrs: c.. 0 occ viceedeewees 1.00 
if GeIMOW SOLOW GLIVERS. 6.6 kicies civ sec se nace cc sen 35 
1 Nevolving Shoe Nall TAY... . ..0ccdsessecasicc 3.25 
1 each, %-inch, %-inch, %-inch, %-inch, and 1- 
inch, oblong leather punches.............. 6.25 
AREER olay) o's o5. e's olacd win ars oi la ol dalece Wed eee 1.00 
2 Cabinets for storing materials.............. 40.00 
6 Assorted sizes, shoe stretchers.............. 4.50 
Gt IN ENE ES RODS circ ooo a: 8) 6 apc w Ue Re Ow ole Oe We! wecwete .50 





$1,267.60 
Total cost of both shops—$3,499.24; Shoe Stock—$1,000; 
Total Cost—$4,499.24 


Prices and Charges 


The hospital brace shop is usually not self-sup- 
porting except in private hospitals. In charity 
institutions and in larger institutions the increas- 
ing demand becomes far larger and far more 
steady than does the income from funds avail- 
able. In charity institutions it is advisable to 
set up some system whereby counties, districts 
or municipalities provide funds to reimburse the 
hospitals for corrective and prosthetic appliances 
including braces. If this system be instituted and 
strictly adhered to, your hospital including brace 
shop can be made to be self-maintaining. However, 
quite often the governmental agencies being serv- 
iced by hospitals often deplete their funds avail- 
able for this purpose, thereupon the hospitals 
must assume the burden of the expense for braces 
and appliances during that period. 


In the University of Oklahoma Hospitals we 
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charge cost prices for orthopedic appliances. 
However, if you add a very small profit, it will 
aid you in making your brace shop self-support- 
ing. The orthopedic brace shop usually starts 
out on a small scale, then, due to the gradually 
increasing demands made upon it, grows into a 
large and more complete unit. Here in these in- 
stitutions, our brace shop has been functioning 
for about eleven years, and we estimate that we 
have about 3000 patients returning at frequent 
intervals to the brace shop for repairs to their 
various appliances. 


Our brace shop makes and sells all types of 
appliances except artificial legs, which are pur- 
chased as needed from commercial houses. The 
demand for artificial legs is not sufficient to 
justify their “home making.” 


A non-charity patient is not accepted by our 
brace shop unless he has been a patient at one 
time; that is, where a patient was a charity patient 
and is still wearing a brace or appliance when he 
becomes older and is no longer indigent and con- 
tinues to return to the brace shop for proper fit- 
ting, he then pays for the material and labor 
at cost. 


Prices of the Various Types of Appliances 


Short Leg Braces: These are more in demand 
than anything else, and we charge from $7.50 
to $12.00 for the steel and leather braces com- 
plete, shoes are additional and average from $3.50 
to $7.00. It takes about four hours to make the 
average brace of this type providing, of course, 
some of the stock is already made up. 


Long Leg Braces: This type of brace takes a 
man about seven hours to make and averages 
from $15.00 to $25.00. We make about 15 per 
cent profit on the $25.00 brace (Adult long leg 
brace). The brace with pelvic band averages 
from $22.50 to $27.00. This takes a worker 





Leather Room 








about a day and one-half to make. Bi-lathe with 
pelvic band, takes about two and one-half days’ 
work and costs from $35.00 to $45.00—cork ele- 
vation $5.00. Some brace shops charge accord- 
ing to the height of the cork elevation, $1.50 per 
inch of elevation in anything over 3 inches. Of 
course, the shoe is not included. We have a 
Taylor body brace that is listed from $18.00 to 
$25.00, but we modify it and charge from $22.00 
to $35.00. 


Celluloid Cervical Collars: Celluloid cervical 
collars cost from $12.00 to $20.00, depending 
upon. the deformity. It is hard to estimate the 
time of labor and the same holds true for cellu- 
loid jackets. 


Belts: The price for surgical belts depends 
upon the size—the average cost is from $3.50 
to $9.00. Corsets vary in price from $8.50 to 
$25.00 for children and adults. 


Arch Supports: (Leather, stainless steel, etc.) 
Fiber felts cost $1.50 per pair. Cork and leather 





A corner of the Storage Room for braces and appliances 


supports modeled from plaster, $7.50; steel sup- 
ports average from $3.50 to $10.00. 


Artificial Limbs: The prices range from $150.00 
to $225.00 for limbs extending from above the 
knee; and $125.00 to $150.00 for those below the 
knee. 


Artificial Arms: These prices range from 
$75.00 to $200.00. 


Crutches: Crutches vary in sizes from 30 inches 
to 70 inches. The original stock should start with 
three pairs of each size. (30, 32, 34, 36, 38, 40 
inches, etc.) Prices and charges should be insti- 
tuted for both the sale of crutches and for the so- 
called deposit to be made on crutches loaned to 
patients. 


Shoe Stock Room: It will be found advisable 
to stock your own shoes, selecting any one of the 
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Fitting Room 


several commercial shoes adaptable for this work. 
Approximately $1000 will be necessary to install 
a stock of shoes of the various needed sizes. 


Splint Room: A splint room is, of course, neces- 
sary in every hospital of any size, but it should 
be detached from the brace shop and be located 
where it is readily accessible to the wards, out- 
patient and emergency departments. 


Do’s and Don’ts For Your Brace Shop 


1 As old braces are returned, as much mate- 
rial as possible should be salvaged, and whenever 
splints or appliances are requisitioned, someone 
should investigate and see if there is an old one 
that can be used before making a new one. In 
salvaging old appliances, leather and canvas 
should be discarded, but the steel can be re-used. 


2 Stainless steel is preferred to surgical steel 
because surgical steel has a tendency to break 
down and increases the necessity of welding. 
Stainless steel costs a little more but is eventually 
equal and does not rust. Stainless steel costs about 
59 cents per pound and surgical steel about 28 
cents per pound. 


3 For leathers, use either elk skin or a good 
grade of strap leather. Elk skin sells for ap- 





Shoe stock cabinet, located in Fitting Room 
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This installation of 
modern Hoffman laundry 
equipment serves the 
7 

St. Louis City Hospital. 4 
When YOU need laundry 
equipment, remember — Hoffman 
equipment sets high perform- 
ance standards; Hoffman laundry planning 
service makes modernizing easy! 4 


ee, Oe Oe: ae ee. ED Re 
S. HOFFMAN 12:53:65.3 
& a 111 Fourth Ave. © New York, N. Y. 


COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 
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propucts ofr BAXTER tasoratorigs 


A SAFE 


completely closed technique 
for preparing 


PLASMA or SERUM 


provided by 
BAXTER EQUIPMENT 


%* The Centri-Vac, with its companion container the Plasma- 
Vac, and accessories, provide a completely closed technique, 
which is a definite safeguard against contamination during 
collection of blood, preparation of plasma or serum, storage, 
transportation, and administration. 

The tall cylindrical shape and small diameter of the Baxter 
Centri-Vac makes it the ideal container for the preparation of 
plasma or serum by centrifugation, a method which provides 
optimum clarity, and maximum yield. 


TRANSFUSO-VAC 


PROVIDES DEPENDABLE VACUUM FOR TRANSFUSIONS 


PRODUCTS OF 


BAXTER LABORATORIES 


GLENVIEW, ILL., COLLEGE POINT, N. Y., ACTON, ONT., LONDON, ENG. 
PRODUCED AND DISTRIBUTED IN THE ELEVEN WESTERN STATES 
BY DON BAXTER, INC., GLENDALE, CALIF. 


m& DISTRIBUTED EAST OF ROCKIES BY 


AMERICAN 


HOSPITAL SUPPLY CORPORATION 


CHICAGO NEW YORK 





proximately 32 cents per square foot, and strap 
leather sells for 48 cents a square foot. 

4 The prices vary for canvas. It pays to buy 
a good quality material which will prove to be 
cheaper in the end. If you use cheaper materials, 
you will defeat your own purpose, because your 
braces and appliances will return with greater 
frequency for repairs. 

5 It is wise to recommend that patients pay 
for their own shoes and braces if possible, how- 
ever, if they have not funds available for this, it 
is wise to request that a deposit be made on every 
appliance, for this results in better care being 
given that particular appliance while in the hands 
of the recipient. 

6 A card of directions should be issued on the 
receipt of any appliance. The following direction 
card is the one that we issue with each and every 
appliance. 


Directions For Care of Braces 


1 Keep braces clean. Oil the joints often. 

2 Keep heels and soles of shoes repaired. 

3 Do not abuse brace when putting it on, or 
taking it off. Jumping, climbing trees, running, 
and hard exercise generally, should not be done. 

4 Do not delay proper repairs. If brace is 
broken, out of line, not fitting properly, or with 
worn out straps, etc., these should be repaired 
at once. : 

5 Carefully follow the instructions of the 
doctor. 

The members of the orthopedic visiting staff 
should requisition, in writing, all braces, giving 
details and the brace maker should do his own 
measuring based upon the surgeon’s requisition. 
They must consult one another in order to deter- 
mine the proper fitting to correct the existing de- 
formity. A good brace maker must have a thor- 
ough knowledge of the orthopedic deformities 
encountered and the ultimate end to which the 
corrective appliance is to aid. 

The members of the resident staff should be 
thoroughly trained by the visiting staff how to 
write orders for the various appliances, after 
careful examination of the patient and the exist- 
ing deformity. 





Our Error 

The address delivered by Dr. Basil C. Mac- 
Lean at the Seventy-Fifth Anniversary Din- 
ner of the National Board of Fire Under- 
writers, and which appeared on pages 42 and 
43 of the July issue of HOSPITALS, was not 
sent in for publication. The Editor pub- 
lished it on his own responsibility and be- 
cause the thought expressed was of interest 
and value to the hospital field. 
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Institute for Hospital Service Plan 
Executives 






) E 
Seventy-five persons from thirteen hospital CUT COSTS nec — | 
service plans participated in the Institute for Hos- SHARPER Hype e 
pital Service Plan Executives held in Philadelphia, * onal 
July 10-11. : 













The participating plans represent an enrollment 
of 3,000,000 persons, which is forty per cent of 
the total national enrollment in approved hospital 
service plans. 












Hospital service plans have more than 7,000,000 
subscribers enrolled and have become a nation- 
wide movement. The sixty-seven approved plans 
are located in thirty-four states, in which ninety 
per cent of the population reside. Eighty per cent 
of the nongovernmental hospital bed capacity is Puts a razor keen poi d bevel, eliminating purchase of 
in the hospitals now affiliated with nonprofit hos- — ie Foolproof, simple and poi 
pital plans. re ath Anyone in Stores i NG peor wa d 
‘ 7 easily keep 4 plentiful a rig D.C., 110 volt. 
E. A. van Steenwyk, executive Ginector of the needles on hand at = ee a Scilla a 
Associated Hospital Service of Philadelphia, was Never needs oiling. 
chairman of the Institute. Among the lecturers AM ER ICA N _ 
were Frank van Dyk, vice-president of the Asso- HOSPITAL SUPPLY CORPO _— “8 
ciated Hospital Service of New York; Harold May- atl as | 
bee, executive director of Group Hospital Service, 

Wilmington; A. F. Boyes, enrollment director of 
the Associated Hospital Service of Baltimore; C. 
Rufus Rorem, director of Hospital Service Plan 


Commission, Chicago; Major O. L. Gonzalez, field 
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director of Capital Hospital Service, Harrisburg; L i me ? 
J. D. Colman, director of Associated Hospital ? 
Service of Baltimore; Fred Newell, sales manager e+ ++ when 

AMERICAN 


of Associated Hospital Service of New York; Allen 
D. Howland, manager of Hospital Service Plan of 
Lehigh Valley; George T. Bell, executive director 
of Hospital Service Association of Northeastern 
Pennsylvania; J. Albert Durgom, director of the 
Hospital Service Plan of New Jersey, Newark; 
Clement W. Hunt, executive director, and William 
H. Faux, field representative of Capital Hospital 
Service of Harrisburg; M. Haskins Coleman, Jr., 
executive director of the Richmond Hospital Serv- 
ice Association; S. K. Leech, enrollment manager 
of Group Hospital Service, Wilmington; and 
Thomas F. Manley, enrollment manager of the 
Associated Hospital Service of Philadelphia. 
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blood typing 
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used. 























Avoid errors by using AMERICAN standardized serum 
for human blood grouping. Quick, sensitive reactions, 









and unmistakable results. Exceptionally high titre, 








clear and clean, with no false agglutination reactions. 
Set: 2cc each Type A, Type B (50-60 tests) $4.00. Vial: 
2ce Type O, Moss IV, for confirming (50-60 tests) $2.00. 
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The Institute was a success, and similar insti- 
tutes will be held in different places in the United 
States in the future. 
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Formulating Hospital Service Rates 


Drugs, Dressings and Special Treatments 


VAN C. ADAMS 


rates disclose the fact that originally hos- 

pital rates were inclusive for all hospital 
services. Then as the many phases and additional 
services developed a system of charging for extras 
was innocently introduced. But, under the stress 
of hospital financing the past fifteen years, many 
administrators have gone back over their expense 
sheets and picked up additional service items to 
be classified as extras, until today we have, what 
I consider to be, an unsound and unfortunate the- 
ory of charges in vogue in probably the larger 
number of hospitals. 


C tes ai studies of the history of hospital 


I say “unsound” because I believe that the ma- 
jority of us agree that maximal benefits of hospi- 
tal services will be obtained only when these serv- 
ices are made available to all patients without 
hesitancy on the part of the physician. 


I say “unfortunate” because I believe we face— 
in spite of what the inclusive-raters say—a great 
task in obtaining a united hospital front, espe- 
cially from those hospitals which consider them- 
selves to be in a less fortunate competitive posi- 
tion. Once we have the united front the public 
can be re-educated to the fairness and desirability 
of flat and inclusive rates. But with a portion of 
the hospitals offering what appears to be a lower 
charge—by quoting room rates only—we are go- 
ing to make slow progress. 


We are all familiar with the current arguments 
for and against flat and inclusive rates, and I have 
nothing to add. I wish only to call attention as 
significant and to stress more urgently the share- 
the-hazard or readiness-to-serve principles which 
James V. Class of Cleveland brought out in his 
talk at the Toronto meeting. This theory is the 
basis for our new conception, and must generally 
be accepted if we are to make progress towards 
flat and inclusive rates. 


Having stated my personal preference for flat 
and inclusive rates, let us, who are operating 
under a system of extras, see what considerations 
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must be given when it comes to handling drugs, 
dressings, and special treatments. 


Drugs 


The one extra-charge item which literally 
“brings down the house” in wrath is our common 


charge of five cents for aspirin tablets. The pub- 


lic has for many years known that aspirin can be 
purchased wholesale for sixty cents per thousand 
and at retail for eight or nine cents per hundred. 
Psychologically, such practices seem suicidal if we 
are to retain public confidence. I mention aspirin, 
but there are a number of ordinary bedside al- 
leviative remedies which I believe the public is 
justified in assuming are to be available without 
extra cost no matter what system of charges is 
being used. This group includes almost all of the 
sedatives, narcotics, laxatives, cough remedies, 
and antiseptics. 


There seems to be much needless discussion 
and concern in the drawing up of a hospital for- 
mulary as to which items go as ordinary and 
which as special, with many hospitals considering 
only ampules, serum, and vitamin products as un- 
usually costly. I feel that this question can be 
left to the individual hospital to work out solely 
in the light of its dependency upon a sizable drug 
income. The average patient will have no resent- 
ment in paying for drug items which he feels are 
therapeutic remedies specific for his disease as 
long as he believes some distinction has been 
made. Hence, I hold out only for my contention 
that charging for household remedies in a hospital 
is a short-sighted practice. 


In our own hospital, we could expect a loss of 
$5500, or ten cents per patient day, if we were 
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vrolagar... 


As a Bland Cleansing Enema 


e The effect of a Petrolagar cleansing enema is to soften thoroughly the inspissated stool, and 
help establish a complete, comfortable bowel movement. Petrolagar serves this purpose well 
because it is miscible with water, a virtue that enables an even dissemination of minute oil 
globules throughout the residue in the colon. 


The Petrolagar cleansing enema is preferable to irritating soap solutions in either the home 
or the hospital, because of its gentle, but thorough softening action. 


Consider the routine use of the Petrolagar cleansing enema in the hospital, postoperatively 
or in obstetrical cases, where normal bowel habits are temporarily disturbed. 


How To use: Mix 3 ounces of Petrolagar Plain with water sufficient to make one pint to one 
quart, as desired, and administer by gravity. For retention enema administer at body temperature. 


*Petrolagar—The trademark of Petrolagar Laboratories, Inc., 


brand emulsion of mineral oil . . . Liquid petrolatum 65 cc. 
emulsified with 0.4 gm. agar in a menstruum to make 100 cc. 








Petrolagar Laboratories, Inc. * 8134 McCormick Boulevard + Chicago, Illinois 
August, 1941 
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to discontinue these charges. I feel certain that 
some alternative plan will be worked out. 


Dressings 


Under dressings we find, by and large, items 
which have the same characteristics as the ordi- 
nary drugs—a supply or service considered part 
and parcel of everyday hospital care. Grouped 


with dressings are special treatments, but for pur- 
poses of discussion I am including for the moment 
only those treatment trays which are made up 
in the central supply room. In our hospital, for 
instance, we charge the following: 


Transfusion—$6.00, giving the operating room credit 
for $3.00 and the central supply for $3.00 

Intravenous tray—$1.00 each 

Venoclysis tray—$1.00 each 

Hypodermoclysis—$1.00 each 

Thorocentesis tray—35c each 

Paracentesis tray—35c each 

Wet dressing tray—10c each 

Avertin tray, Avertin—50c a cc. 

Spinal tray—35c each 

Mastoid tray—25c each 


but for the following we make no charge: 


Catheterization tray 

Retention catheterization tray 

Douche tray 

Perineorrhaphy tray 

Fontanel tray 

Tracheotomy tray 

Tonsil hemorrhage tray 

Nose and throat tray, only when cocaine is used 
Eye tray, only when eye pads are used 
Veno-pressure tray 

Throat irrigation trays 

Gastric expression trays 

Gastric lavage trays 

Protoclysis trays 

Stupe trays 

Wangensteen trays 

Retention enema trays 

Enema trays 


Here, perhaps, is an example of management 
returning to the expense sheets and picking up a 
number of items not previously considered as ex- 
tras. Also, there can be no question but that the 
establishment of central supply rooms has focused 
our attention on the cost of both gauze materials 
and the labor hours which are involved in prepar- 
ing sterile trays. Actually, our costs. probably 
have been reduced under this move towards cen- 
tralization, and we are only accomplishing what 
was done previously by the floor nurses. But as 
in drugs, I think it more wise to have a set-up 
which allows the ordinary clean surgical case to 
escape without the annoying charge of twenty to 
thirty cents which will be involved in the one or 
two post-operative dressings of most of these 


114 


cases. We find this income to be the smaller part 
of a relatively small departmental income. 


Special Treatments 


Under special treatments—other than treatment 
trays—we have oxygen therapy, physiotherapy, 
basal metabolism and electrocardiography. Under 


any system of charging for extras, these services 


certainly are to be classified as extras. As we 
work towards inclusive rates they should be, with 
the exception of oxygen therapy, the last to be 
considered. To some extent they are optional in 
character, and only in a small percentage of the 
cases do charges for these services become a prob- 
lem to the patient or his physician. Oxygen ther- 
apy, however, deserves our thoughtful considera- 
tion. This therapy was from its beginning a spec- 
tacular but expensive hospital procedure. All of 
us have many times felt sick at heart for the 
working man whose family members was under 
oxygen for a period of two weeks straight at the 
hourly rate of seventy-five cents. Now that less 
expensive methods have been developed and com- 
mercial oxygen has been accepted, we should make 
sure that we are not capitalizing upon this dra- 
matic measure. Remember it is going to be a 
totally unexpected expense for the patient. 


And this thought leads to another definite con- 
sideration involving the whole subject of hospital 
charges. I believe that cost accounting has set 
many of us off on a wrong theory if we attempt 


_ to hold that each department must pay its way. 


It cannot be as simple as that. In this respect 
hospitals are frequently compared to hotels, and 
I dislike this, because the objectives and consider- 
ations to be kept in mind are in no way compara- 
ble, but if we must do so, let it be remembered 
that the majority of hotels are grateful if their 
food service breaks even. Hence, it behooves us, 
with our larger responsibilities to realize from 
the beginning that certain essential services may 
have to be made available at prices which very 
definitely disregard costs. 


The various extra-charge items I have discussed 
here total $35,500 or approximately ten per cent 
of our income. Our 68,500 patient days must 
bring us approximately sixty-two cents more to 
account for this sum of money. There will still 
be the larger items of laboratory, x-ray, operating 
room and anesthetics, which produce over twice 
this amount, to be worked into flat service charges 
or the service factor of the inclusive rate. There- 
fore, I repeat again that we hospitals who have 
not made any changes have a nice problem of 
financial engineering to do. We appreciate the 
work of those administrators whose leadership is 
showing us a more rational method of handling 
these multiple charges. 
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3" in a series, to show ‘‘Axis of Vision’ 
for various Surgical operations. 


Preeise Light Angulation Vital In Thyroidectomy 


The Problem — Different patients impose 
different lighting problems. Location of or- 
gans, obesity or emaciation of patient, char- 
acter of operation—al] may affect the angle 
of the incision. Yet, light must be projected 
to the bottom and uniformly along the sides 
of every incision. The path your scalpel is 
to take must be adequately illuminated. 


The Solution — A Castle Operating Light. 
Not only can it be pre-adjusted to a basic 
position, anywhere within a 7-foot circle, but, 
during the operation, it can be precisely ad- 
justed—at the touch of a fingertip—to pro- 
ject the full concentration of light along the 
axis of vision, regardless of the angle the in- 
cision takes. 


Write for booklet “Vision In Surgery” 


WILMOT CASTLE COMPANY, 1276 University Avenue, Rochester, New York 


CASTLE LIGHTS 
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Mid-West Institute for Hospital Administrators 


ministrators opened July seventh, at the Uni- 

versity of Colorado School of Medicine and 
Hospitals, Denver, Colorado. There were sixty 
students registered, representing eleven states. 


T= first Mid-West Institute for Hospital Ad- 


The faculty of the Institute and subjects cov- 
ered in their lectures were as follows: 


A. C. Bachmeyer, M.D.—Hospital Organi- 
zation and Principles, Nursing Organization, 
Community Relations 


B. W. Black, M.D.—Mechanized Plant and 
Equipment, Purchasing Problems, Hospital 
Administrator’s Problem of Education, Group 
Hospitalization and Hospital Finances 


James A. Hamilton—Business Office Or- 
ganization, Uniform Accounting Systems, Ad- 
mitting Office Procedure, Personnel Manage- 
ment 


Malcolm T. MacEachern, M.D.—Medical 
Staff Relations, Records and Record Room Or- 
ganization, Hospital Ethics and Hospital 
Competition 


Gerhard Hartman, executive secretary of the 
American College of Hospital Administrators, was 
in attendance. 


This institute was an experiment in a plan of 
having a smaller number of faculty members than 
at previous institutes; each one therefore remain- 
ing longer and giving a larger number of lectures. 
Two lecturers carried on the lecture work of the 
institute each week, each individual lecturing one 
and one-half hours each day for five days. The 


continuity gained by this system proved success- , 
ful, although it imposed a greater demand upon» 
the lecturers, requiring them to be in attendance 
a longer period of time. 


The institute was planned so that there would 
be no evening sessions, and in place of the tra- 
ditional round tables held in the evenings at pre- 
vious institutes, luncheon round table discussions 
were held at noon time. This enabled the stu- 
dents to ask questions concerning the material 
covered in the lectures immediately after the lec- 
ture periods, while the subject matter was still 
fresh in their minds. 


The institute followed the plan of other insti- 
tutes in devoting the afternoons to field trips in 
and around Denver. One of these included a visit 
to the new four million dollar, six hundred bed unit 
of Fitzsimons General Hospital, a United States 
Army Hospital, which is soon to be opened. 


For the pleasure and recreation of the students 
attending the institute, several social activities 
were planned by the Institute Committee and the 
Denver Hospital Council. The first night a get- 
together party was held; one afternoon the mem- 
bers of the institute were taken on a mountain 
trip; one evening they were entertained at a 
chuck-wagon dinner; and the last night a banquet 
was held at the Park Lane Hotel, which was the 
hotel headquarters of the institute. 


The committee in charge of arrangements and 
promotion of the institute were: Dr. Maurice H. 
Rees, Chairman; Frank J. Walter, Secretary ; and 
Hubert Hughes, Associate Secretary. 


First Mid-West Institute for Hospital Administrators 
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“Information in a Nut Shell” 














“« . . Our Abstract 
File is close to my 
desk and whenever 
an important subject 
comes up for review, 
we immediately turn 
to the section  in- 
volved and find the 
information in a nut 

shell.” : 
Administrator of a 
Duluth, Minn., 
Hospital* 





* 
“ . . it has enabled 
us to effect many sav- 
ings in operation.” 
Supt. San Francisco, 
California Hospital* 

e 
“ . . An up-to-date 
ready-reference file on 
practically every sub- 
ject and problem that 
has arisen in the past 
six years.”” 


Supt. Kansas City, 
Mo., Hospital* 


*Names on request. 


HOSPITAL ABSTRACT SERVICE . by a Ab d 
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eager . keep them mys egooresd red Fag a poe: i tie ts f x h 
is a card index containing the most valuable information culled by i i i i 
the editor, Dr. W. P. Morrill, from more than a hundred journals Never in the istory veil organization as it 
each month covering every phase of the hospital's activity. Abstracts been our pleasure to offer so many excellent 
are printed on 4x6 cards, self indexed for easy filing. Every hos- : : : 
pital needs the ABSTRACT SERVICE. Write for details—we'll openings as are available to our clients at the 
send you without charge a complete month’s mail- present time. 


ing of actual cards. WE HAVE A ‘ ie 
STANDARDIZED There are literally scores of attractive positions 
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PHYSICIANS RECORD CO. FORM crying to be filled. Hospitals, physicians and 
The Largest Publishers of fom EVERY MOSPiTAL dentists have almost swamped us with their re- 
Hospital and Medical Records. PURPOSE , : : 
161 W. Harrison St., Chicago, Ill. quests for competent assistants. This extraordi- 
nary condition spells opportunity for you. If 
you are dissatisfied with your present connec- 
tion, if you want to earn more and advance 
more rapidly, right now is the time to act. Tell 
us the sort of a position you want, where you 
want it and how soon you can arrange to fill it 
... leave the rest to us with confidence that your 
fondest aspirations will be realized completely. 


PARLEY VOUS | ms, F se Employers come to us because we provide them 

» wil with the type of assistants they often find it im- 
me possible to obtain from any other source. Our 
YUM YUM —~ >— clients approve because we make it a point to 
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Becomes acquainted with the fullness of Aznoe’s- 
Woodward services without delay. If you are 
a Nurse, Medical Stenographer, Record Librar- 
ian, Dietitian or Technician, write today for 
full details and an application form. No obli- 
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Growth in Institutional Membership 


American Hospital Association is an achievement in which the Membership Committee, under the 


T= induction, on August 6, of the three thousandth hospital as an institutional member of the 


chairmanship of Asa S. Bacon, takes great pride. 


The institutional membership has shown an average annual net increase of more than 150 for the 
last ten years. In 1927 the membership was 1196. Today two-thirds of all general hospitals in the 
United States, excluding state and federal institutions, are members of the American Hospital Asso- 
ciation. The following is a list of hospitals inducted into institutional membership since April 1. The 
Board of Trustees extends to each of them a very cordial welcome. 


Our New Institutional Members 


Alabama 
Cullman Hospital 
Druid City Hospital 


St. Luke’s Home 

Arkansas 
Warner Brown Hospital 

California 
California Sanatorium 
Mercy Hospital 
St. Agnes Hospital 
Shasta Dam Hospital 

Colorado 
Cripple Creek Hospital 

District of Columbia 

Episcopal Eye, Ear and Throat Hospital 
Washington 
Washington 


Belmont 
Sacramento 
Fresno 
Shasta Dam 


Cripple Creek 


Health Security Administration 

Florida 
Hollywood Hospital 

Georgia 
Thompson’s Sanatorium 

Idaho 
Gritman Memorial Hospital 
Oneida Hospital 

Illinois 
Chicago Hospital Council 
Delnor Hospital 
Forest Sanitarium 
Kenilworth Sanitarium 
Livingston County Sanatorium 
Mennonite Hospital 
Our Saviour’s Hospital 
Warmolts Clinic 


Kenilworth 
Pontiac 
Bloomington 
Jacksonville 


Indiana 

Central State Hospital Indianapolis 
Jackson County Schneck Memorial Hospital... 

Seymour 
Sanders General Hospital 

Iowa 

Cherokee State Hospital 
Schoon Hospital 
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Kansas 
Scott City Hospital 


Hazard Hospital 
Union County Hospital 
Louisiana 
City Hospital for Mental Diseases. .New Orleans 
East Louisiana State Hospital Jackson 
New Orleans Hospital and Dispensary for 
Women and Children New Orleans 
Maine 
Cary Memorial Hospital 
St. Andrews Hospital 
Massachusetts 
Acushnet Hospital Acushnet 
Associated Hospital Service Corporation. . Boston 
Chester Hospital Cambridge 
Corey Hill Hospital Brookline 
Joseph H. Pratt Diagnostic Hospital Boston 
Sassaquin Sanatorium New Bedford 
Worcester Memorial Hospital Newburyport 
Michigan 
Allegan Health Center 
Omer Hospital 
Tolfree Memorial Hospital 
Minnesota 


Caribou 
Boothbay Harbor 


Budd Hospital 

Erskine Hospital 

General Hospital 

Hunt Hospital 

Moose Lake State Hospital 
Ortonville Evangelical Hospital 
St. James Hospital 

Tyler Hospital 


Fairmont 
Moose Lake 
Ortonville 


New Albany 
Pontotoc 


Mayes Hospital 
Pontotoc Clinic 
Missouri 
Brookfield Hospital 
Miriam Convalescent-Rose Bry Home 
Webster Groves 
(Continued on page 120) 
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A ROSE BY ANY OTHER NAME... 


But you need more than a sense of smell when buying— 





ae BOARD OF DIRECTORS .... 


Leighton M. Arrowsmith, President 
St. John’s Hospital 
Brooklyn, New York 
Willard W. Butts, Vice-President 
FOR EXAMPLE:— St. Luke’s Hospital 
' Bethlehem, Pennsylvania 
James U. Norris, Secretary-Treasurer 


oh : Woman’s Hospital 
The Hospital Bureau of New York City 


: . Robert N. Brough 
Standards and Supplies, Inc., in Haceais Geserel Bitewie 


its Report on Paints. er Norwalk, Connecticut 
P 8 ades and David Q. Hammond 


rates the products of ten leading Flower and Fifth Ave. Hospitals 
i : New York City 
manufacturers with special ref- John H. Hayes 
‘ ‘ : Lenox Hill Hospital 
erence to economy in application. New York City 
F. Stanley Howe 
Orange Memorial Hospital 
. s P Orange, New Jerse 
Since the cost of applying paint Beaman 0 prone ¥ 
; : ‘ Albany Hospital 
is several times the price of the ya New York 
‘ ‘ a John F. McCormack 
paint, low quality paint is waste- Presbyterian Hospital 
pe. : New York City 
ful—especially when good paint Ricaiaid Mites 


. : : Long Island College Hospital 
is available at reasonable prices. Becohive. New Yeek 


Willis G. Nealley, M.D. 
Brooklyn Hospital 


The Bureau, through its research Brooklyn, New York 
Joseph J. Weber 


and buying, will save your insti- Vassar Brothers Hospital 
Poughkeepsie, New York 


~ HOSPITAL BUREAU™ 
OF 
STANDARDS and SUPPLIES 


Incorporated 
247 Park Avenue New York City 
A voluntary, non-profit, cooperative buying 


and research association organized in 1910 
and operated by and for voluntary institutions 








tution many times the cost of 


your dues. 





Membership is A Big Time and Money Saver 


| HOSPITAL BUREAU OF STANDARDS & SUPPLIES, INC. 


| 

247 Park Avenue | 

CLIP and sett 8S ! 
Send me without obligation complete data about the service | 

which your association can render my institution and a list of mem- | 

| 
| 


M AIL TOD AY! ber hospitals to which we may refer. 
» > 
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Presnell Hospital Kennett 
Salvation Army Booth Memorial Hospital... . 
St. Louis 


Montana 
Shodair Crippled Children’s Hospital 
Nebraska 


Helena 


Kimball Hospital 
Logan Valley Hospital 
Sacred Heart Hospital 
St. Joseph Home and Hospital 
Verges Sanitarium 

New Jersey 
Dumont Private Hospital 
Dr. Farmer’s Private Hospital 
Paterson City Hospital 

New Mexico 
Physicians and Surgeons Hospital 

New York 
Amsterdam City Hospital 
Bellevue Maternity Home 
Bethesda Hospital Hornell 
Brooklyn Cancer Institute Brooklyn 
Brooklyn Hebrew Home and Hospital for the 

Aged Brooklyn 

City Hospital Syracuse 
Home for Dependents New York 
Ilion Hospital 
Lewis County General Hospital 


Westpoint 
Norfolk 


Carlsbad 


Amsterdam 
Schenectady 


New York City Farm Colony.West New Brighton 


Richmond Boro Hospital Staten Island 
St. Mary’s Maternity and Infants Asylum 
Syracuse 
Triboro Hospital Jamaica 
Welfare Hospital for Chronic Diseases. New York 
North Carolina 
Catawba General Hospital 
Garrison General Hospital 
North Dakota 
Carrington Hospital Carrington 
Central Investigation Bureau Toledo 
Holmes County Joel E. Pomerene Memorial Hos- 
pital Millersburg 
Portsmouth Hospital Service Association 
Portsmouth 
Oklahoma 
Breco’s Memorial Hospital 
Oregon 
Dallas 
Eugene 
Klamath Falls 


Dallas Hospital 

Eugene Hospital and Clinic 

Klamath Valley Hospital 

Sacred Heart General Hospital 

St. Helens General Hospital 

Silverton General Hospital 
Pennsylvania 

Clement Atkinson Memorial Hospital. . Coatesville 

Elk County General Hospital 

Rothfuss Clinic and Hospital 
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South Carolina 
Dorchester County Hospital 
Powe Hospital 
Tri-County Hospital 
Tennessee 


Summerville 
Hartsville 
Orangeburg 


Nabers Clinic Morristown 


Central Clinic Hospital 
Children’s Hospital of Dallas 
Crippled Children Hospital 
Fleming Hospital 
Medical Arts Hospital 
Mercy Hospital 
Nightingale Hospital 
St. Joseph’s Sanatorium 
Turner Urological Institute 
Utah 
Cooley Memorial Hospital 
Virginia 
Cora Miller Memorial Hospital 
Norton Hospital 
Shackelford Hospital 
Washington 
Ballard General Hospital ‘Seattle 
Medical and Dental Surgery Seattle 
Washington State Association of Nurse Anes- 
thetists Spokane 


Brigham 


Woodstock 
Norton 


West Virginia 
DePue Hospital Spencer 
Kanawha Valley Hospital Charleston 
“The Pines” West Virginia Foundation for 
Crippled Children Berkeley Springs 
Salvation Army Hospital Charleston 
Weston City Hospital Weston 
Wisconsin 
Borchardt Clinic and Memorial Hospital 
New London 
Lancaster 
Oshkosh 
Mondovi 


Doolittle-Glynn Hospital 

Mercy Hospital 

Mondovi Clinic Hospital 

St. Clare Hospital 

St. Joseph’s Hospital 

St. Joseph’s Hospital 

St. Joseph’s Hospital 

St. Mary’s Hospital 

St. Mary’s Hospital 

Shawano Municipal Hospital 

Wyoming 

Ivinson Memorial Hospital 

Hawaii 


Ladysmith 
Rhinelander 
Shawano 


Laramie 


Japanese Hospital 
Puumaile Home 
St. Francis 
Puerto Rico 
Ophthalmic Institute of Puerto Rico....San Juan 
Canada 


Mundare General Hospital Mundare, Alta. 


HOSPITALS 





“J don’t believe the civilian (hospital) 
requirements will be neglected in future 
considerations, providing there is no evi- 
dence of hoarding and speculation.” This 
statement comes from the office of the 


Surgeon-General. 


Hospitals and hospital associations recog- 
nize the need for avoiding highly competi- 


Member firms of Hospital Industries Asso- 
ciation are doing all they can to cooperate 
both with Government and with their val- 
ued hospital customers. Please don’t hesi- 
tate to discuss your purchasing plans and 


problems with representatives of H. I. A. 


tive buying of equipment and supplies. 
Such out-of-hand buying may cause unfair 


distribution, create “‘bottle-necks,” force 
price advances. In these times of threat- 
ened shortages, the hospital world must 
avoid any accusation of “hoarding and 


speculation.” 


Known 
4 
Brands = 


firms — you can rely on their correct 
information and sound advice. 


“IN 
a ON 
2 


Known 
Quality 


OSPITAL INDUSTRIES ASSOCIATION 


A. S. Aloe and Company St. Louis, Mo. 
American Hospital Supply Corp, Chicago, Ill. 
American Laundry and Machine Co. 
Cincinnati, Ohio 
American Machines and Metals, Inc. 
East Moline, Illinois 
American Radiator and Standard Sanitary Corp. 
Pittsburgh, Pa. 
Middletown, Ohio 
Erie, Pa. 


American Rolling Mill Co. 
American Sterilizer Company 
Angelica Jacket Company St. Louis, Mo. 
James L. Angle Furn. Co. Ludington, Michigan 
Applegate Chemical Company Chicago, Illinois 
Armstrong Cork Company Lancaster, Pa. 
Bard-Parker Company, Inc. Danbury, Conn. 
Bassick Company, The Bridgeport, Conn. 
Becton, Dickinson and Co. Rutherford, N. J. 
Bruck’s Nurses Outfitting Co., Inc. N. Y. City 
Burdick Corporation, The Milton, Wisconsin 
Burrows Company, The Chicago, Illinois 
Carolina Absorbent Cotton Co. Charlotte, N. C. 
Castle Company, Wilmot Rochester, New York 
Citrus Concentrates, Inc. Dunedin, Florida 
Clark Linen Company Chicago, Illinois 
Clay-Adams Co., Inc. New York City 
Colgate-Palmolive-Peet Co. Jersey City, N. J. 
Warren E. Collins, Inc. Boston, Mass. 
Colson Corporation Elyria, Ohio 
Continental Hospital Service, Inc. Cleveland, O. 
Crane Company Chicago, IIlinois 
Cutter Laboratories - Berkeley, California 
F. A. Davis Company Philadelphia, Pa. 
Davis and Geck, Inc. Brooklyn, N. Y. 
Denoyer-Geppert Company Chicago, Illinois 
J. A. Deknatel and Son, Inc. 

Queens Village, L. I., New York 
DePuy Manufacturing Company Warsaw, Ind. 


membership 1941 


Doehler Metal Furn. Company New York City 
Dunlop Tire and Rubber Company Buffalo, N. Y. 
Eichenlaub’s Pittsburgh, Pa. 
J. H. Emerson Company Cambridge, Mass. 
Faultless Caster Corporation Evansville, Indiana 
Finnell System, Inc. Elkhart, Indiana 
J. B. Ford Sales Company Wyandotte, Michigan 
General Cellulose Co., Inc., The Garwood, N. J. 
General Electric X-Ray Corp. Chicago, Illinois 
General Foods Sales Co., Inc. New York City 
Goodall Worsted Company New York City 
Frank A. Hall and Son New York City 
Hanovia Chemical Company Newark, N. J. 
Hill-Rom Company Batesville, Indiana 
Hillyard Sales Co. St. Joseph, Missouri 
Hobart Manufacturing Company’ Troy, N. Y. 
Holtzer-Cabot Elecfric Co. Boston, Mass. 
Hospital Equipment Company New York City 
Hospital Management Chicago, Illinois 
Hospital Topics and Buyer Chicago, Illinois 
Huntington Laboratories, Inc. Huntington, Ind. 
Inland Bed Company Chicago, Illinois 
International Nickel Co. New York City 
Jameison, Inc. Chicago, Illinois 
Jarvis and Jarvis, Inc. Palmer, Mass. 
Johnson and Johnson New Brunswick, N. J. 
H. L. Judd Co., Inc. New York City 
Henry L. Kaufmann and Co. Boston, Mass. 
Kelley-Koett Company Covington, Kentucky 
Kenwood Mills Albany, New York 
Kent Company, Inc., The Rome, New York 
Kitchen Katch-All Corp. Greenwich, Ohio 
Lewis Mfg. Co.—Bauer & Black Chicago, III. 
Samuel Lewis Company, Inc. New York City 
Marvin-Neitzel Corporation Troy, New York 
Meinecke Company New York City 
The Mennen Company Newark, N. J. 


Midland Chemical Company 
Modern Hospital Publishing Co. 
National Lead Company New York City 
Ohio Chemical and Mfg. Co. Chicago, Illinois 
Oxygen Equipment & Service Co. Chicago, Ill. 
Parke, Davis and Company _ Detroit, Michigan 
Physicians’ Record Company Chicago, Illinois 
Puritan Compressed Gas Corp. Chicago, Illinois 
Republic Steel Corporation Cleveland, Ohio 
Rhoads and Company Philadelphia, Pa. 
Will Ross, Inc. Milwaukee, Wisconsin 
W. B. Saunders Company Philadelphia, Pa. 
Scanlan-Morris Company Madison, Wisconsin 
Schering and Glatz, Inc. New York City 
F. O. Schoedinger Columbus, Ohio 
Schwartz Sectional System Indianapolis, Ind. 
Ad. Seidel and Sons Chicago, Illinois 
John Sexton and Company Chicago, Illinois 
Shampaine Company St. Louis, Mo. 
Snow-White Garment Mfg. Co. Milwaukee, Wis. 
The Simmons Company Chicago, IIlinois 
Spring-Air Mattress Company Holland, Mich. 
E. R. Squibb and Sons Co. New York City 
Standard Apparel Company Cleveland, Ohio 
Standard Electric Company Springfield, Mass. 
Stanley Supply Company New York City 
Thorner Brothers New York City 
Union Carbide Company New York City 
United States Gutta Percha Paint Co. 
Providence, Rhode Island 
U. S. Hoffman*Machinery Corp. New York City 
Vestal Chemical Laboratories, Inc. St. Louis, Mo. 
C. D. Williams and Company Philadelphia, Pa. 
Williams Pivot Sash Company Cleveland, Ohio 
Wilson Rubber Company Canton, Ohio 
Max Wocher and Son Co. Cincinnati, Ohio 
Zimmer Manufacturing Company Warsaw, Ind. 


Dubuque, lowa 
Chicago, Ill. 
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News Notes of Interest to the Hospital Field 


W. E. Arnold has been appointed executive di- 
rector of St. Luke’s Hospital, Jacksonville, Flor- 
ida. Mr. Arnold has been a member of the board 
of directors and the executive committee of the 
hospital for nineteen years, treasurer of the hos- 
pital for several years, and president for two 
years. 


William A. Dawson, hospital consultant of New 
York City, has been appointed office manager of 
Charity Hospital, New Orleans, Louisiana. 


Donald G. Duncan has become superintendent 
of the Columbia Hospital, Columbia, South Caro- 
lina, effective July 1. R. L. Dougherty, who has 
been acting superintendent since H. H. McGill 
resigned last year, was named assistant superin- 
tendent. 


Roxanna Gray, R.N., resigned as superinten- 
dent of Canonsburg General Hospital, Canonsburg, 
Pennsylvania, to accept the superintendency of 
Homestead Hospital, Homestead, Pennsylvania. 
Miss Gray succeeds Earl G. Rowley, who resigned. 


J. H. Holeombe will retain his present position 
as superintendent of the institution. 


Dr. Manuel. Kalman, formerly acting deputy 
medical superintendent of Kings County Hospital, 
Brooklyn, New York, has been appointed deputy 
medical superintendent of Harlem Hospital, New 
York City. 


Mabel Korsell, R.N., has resigned as superin- 
tendent of Itasca County Hospital, oa Rapids, 
Minnesota, effective August 1. 


Dr. Edward W. Laboe resigned as superinten- 
dent of the Lima District Tuberculosis Hospital; 
Lima, Ohio, and was succeeded by Dr. R. B. Me- 
Idoe, formerly assistant medical director of the 
Howell State Sanitarium, Howell, Michigan. 


Francis C. Leupold, superintendent of Jamaica 
Hospital, Jamaica, New York, has been elected 
president of the Hospital Council of Brooklyn. 


Mrs. Ann S. Morgan has been appointed assist- 
ant administrator of the Lawrence and Memorial 
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Associated Hospitals, Inc., New London, Con- 
necticut. 


Bertha S. Nielsen, R.N., has resigned as super- 
intendent of Sweetwater Hospital, Sweetwater, 
Texas. 


Georgia H. Riley has been appointed superin- 
tendent of the South County Hospital, Wakefield, 
Rhode Island. 


Norman B. Roberts has assumed his duties as 
administrator of the Neurological Hospital, Kan- 
sas City, Missouri. 


Mrs. Alma Imhoff Schiek, R.N., was elected 
superintendent of the Greenville Hospital, Green- 
villle, Pennsylvania, to succeed Mrs. Mary A. Wig- 
more who resigned on July 1. 


E. Genevieve Wilson has been appointed super- 
intendent of nurses and director of the Nursing 
School at Garfield Memorial Hospital, Washing- 
ton, D. C., effective August 1. 


Dr. Randolph A. Wyman has assumed his duties 
as administrator of Coney Island Hospital, Brook- 
lyn, New York. 


Dr. Charles H. Young has been appointed su- 
perintendent of Stamford Hospital, Stamford, 
Connecticut, effective July 1. 


San Francisco, California—Stanford Medical 
School, San Francisco, California, has started con- 
struction of the new $38,500 unit for obstetrical 
patients—and expectant fathers. 


Atlanta, Georgia—Grady Hospital, Atlanta, 
Georgia, is planning a new emergency clinic to 
be housed in the basement of the present build- 
ing. The present clinic will be: used for non- 
emergency clinical facilities. 


Greensburg, Indiana—Contracts have been let 
for the $90,000 addition to the Memorial Hospital, 
Greensburg, Indiana. The new addition will double 
the bed capacity of the present institution. 


(Continued on page 128) 
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AT IS THE ANSWER, |, 


to the Hospital Personnel Shortage? 


Though internes, nurses, orderlies answer the 
call of National Defense, hospital efficiency must 
be maintained. Many a hospital has wisely turned 
to Connecticut and found the answer. « « * ~* 


Among the many Connecticut Systems which enable 
fewer persons to get more done are: 





If personnel shortage is a prob- 
lem, the fastest approach to a 
solution is to call in the Connecti- 
cut representative, or write us 
direct for suggestions. 


@ Doctors’ Register and Paging Systems for fast, 
accurate location of doctors. 


@ Connectacall nurse-patient, two-way communica- 
tion systems which cut nurses’ work in half. 


Cut waste time and 


@ Interior Telephone Systems — for special uses 
‘motion with 


such as communication between main kitchen and 
diet kitchens, for greater speed of service, and 


relief on the main switchboard load. 


CONNECTICUT TELEPHONE & ELECTRIC CORP. 
MERIDEN, CONN. 


CONNECTICUT 


Signaling and 
Inter-communicating 


SYSTEMS 














CLASSIFIED ADVERTISEMENTS (Continued) 





POSITIONS OPEN (Continued) 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR—Medical administrator to take charge of 
municipal hospital having over a thousand beds; lay ad- 
ministrator of experience might be considered; excellent 
proposition. H8-1. 


ADMINISTRATOR—Graduate nurse to administer munici- 
pally-owned and operated hospital of 110 beds; layman 
in early forties eligible; no financial worries; 5-man 
board; most attractive location; institution modern and 
completely equipped; $225, maintenance. H8-2. 


SUPERINTENDENTS OF NURSES—(a) Academic degree 
required; should be under 45, experienced in nursing edu- 
cation and, too, nursing administration; university hos- 
pital. (b) To succeed executive who has held position 
for nearly twenty years; voluntary hospital of approxi- 
mately 500 beds affiliated with university medical school 
for teaching purposes; 175 students; thoroughly quali- 
fied woman required. H8-3. 


EDUCATIONAL DIRECTOR—To take complete charge of 
entire teaching program in pediatric hospital of uni- 
versity group; appointment carries instructor’s rank on 
university faculty; B.S. degree required, M.A. desired; 
$150, maintenance. H8-5. 


POSITIONS OPEN (Continued) 





INSTRUCTORS—(a) Science; 200-bed hospital; $140, includ- 
ing partial maintenance; California. (b) Science; bache- 
lor’s degree and preparation for science required; fairly 
large hospital; general; New England. (c) Nursing arts; 
fairly large hospital, vicinity Baltimore; $150, mainte- 
nance. H8-6. 


INSTRUCTOR—In surgical nursing, university hospital; 
must be good classroom teacher and be able to assist in 
improving clinical instruction of students; academic de- 
gree, graduate training in surgery, and several years’ 
graduate experience in teaching and supervision re- 
quired; position carries rank of assistant professor of 
nursing on faculty. H8-7. 


ANESTHETIST—Teaching or supervisory experience re- 
quired; duties include supervising student anesthetists; 
a large teaching hospital; South. H8-8. . 


SUPERVISOR—Pediatric department, university hospital; 
rank of assistant professor of nursing on faculty; aca- 
demic degree, graduate training in pediatrics, several 
years’ graduate experience in teaching and supervision. 
required. H8-9, 


DIETITIANS—(a) Chief dietitian, general hospital; approxi- 
mately 200 beds; considerable experience in purchasing, 
meal planning, and special diets required; $135-$150 
complete maintenance. (b) Chief dietitian; 400-bed in- 
stitution; experience in handling colored help required; 
$150, complete maintenance; South. H8-10. 
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